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McQueeney, A.: Carbohydrate Feeding in Sur- 
gical Cases. Am. J. Surg., 1916, xxx, 264. 


McQueeney believes that acetone formed as the 
result of the action of ether upon the organism, and 
the by-products of a rich protein diet following 
operation, are responsible for many of the post- 
operative discomforts and for faulty wound healing. 
He tried out a special diet, as follows: Before 
operation meat and eggs were eliminated for a 
period of three days; after operation for three days 
a solution of malt sugar or 20 per cent dextromal- 
tose was given, five ounces every four hours if awake. 

A series of 34 test cases (coeliotomies) under this 
regimen healed clean, and without any disagreeable 
symptoms, such as nervous excitability, distention, 
or nausea and vomiting of any considerable degree. 
In 46 control cases of a similar nature 7.5 per cent 
(clean cases) became infected; 75 per cent had con- 
siderable distention; an equal number were anxious 
and excited; and 85 per cent vomited or were con- 
siderably nauseated. ALBERT EHRENFRIED. 


Ochsner, A. J.: The Prevention of Obstruction of 
the Passage of Gas Following Operations on 
the Colon. J. Am. M. Ass., 1916, Ixvii, 483. 


Ochsner believes that in operations on the colon 
the greatest danger to the patient comes from tension 
caused by obstruction to the passage of gas. He 
describes several methods by which the accumulation 
of gas above the seat of operation may be prevented 
as follows: ; 

1. Reder’s method for cases in which the cecum 
has been removed and the ileum implanted into the 
transverse colon. The end of the ileum is passed 
out through a button-hole in the abdominal wall 
about 10 cm. beyond the point at which the anas- 


tomosis between the closed end of the transverse 
colon and the end of the ileum is made. A tube is 
inserted into the free end of the ileum which will 
permit the gas to escape which may accumulate in 
the ileum, until the entero-anastomosis has healed. 
When the drainage tube is removed the fistula will 
heal spontaneously. 

2. Incase the separation is so great that the ileum 
cannot be implanted into the transverse colon with- 
out tension, the free end of the colon is closed, the 
ileum is anastomosed low down to the sigmoid 
flexure, and a rubber drainage tube is carried up 
through the rectum and the entero-anastomosis into 
the ileum, after the method of Lane, and stitched in 
place. 

3. When short-circuiting for intestinal stasis 
(anastomosing the ileum to the sigmoid), the short 
distal stump of the ileum which remains attached to 
the cacum can be brought out through a button- 
hole at McBurney’s point. This opening can be 
used for irrigation. 

4. In addition to the above the sigmoid may be 
divided just proximal to its anastomosis with the 
ileum, and its proximal end passed out through a 
button-hole in the left flank, thus draining the ex- 
cluded colon at both ends (Gillet’s procedure). 

5. Incase the descending colon has to be removed 
for tumor or diverticulitis, the colostomy according 
to Gillet’s method can then be placed at a point 
corresponding to the distal end of the remaining 
colon. (Under these conditions, or the conditions 
outlined in the preceding paragraph, the stump of 
the ileum attached to the cecum may be closed if 
desired, so that the colon will be drained only by the 
colostomy.) 

6. Where a portion of the sigmoid must be re- 
sected but there is sufficient left for a direct anasto- 
mosis to bridge the gap, Gibson’s method is the 








method of choice. A rubber tube carried up 
through the anus and rectum is sutured into the 
upper segment of the descending colon, and this is 
then invaginated into the lower segment, and the 
two are united by suture. 

7. In any operation on the colon in which the 
surgeon is not sure that he can obtain free passage 
of gas past the seat of operation by some such 
method as those described, it is always wise to place 
a rubber drainage tube into the lumen of the caecum 
or ascending colon, and to pass this out through a 
stab wound in the abdominal wall directly in front 
of the point at which the intestine has been perfor- 
ated for drainage. It is well to use for this purpose 
a tube 1 cm. in diameter, which has been passed on 
the stretch through a similar tube of slightly larger 
diameter, so that it hugs it closely. The outer tube 
is sutured to the colon at the point of perforation 
in such a way as to prevent leakage; the inner tube 
is not penetrated by the stitches. The colon is 
then pulled up tightly against the peritoneum op- 
posite the stab wound, through which the tube is 
carried, and a few fine sutures unite the peritoneum 
and transversalis fascia, making leakage impossible. 
This tube may be utilized for proctoclysis, or for 
introducing liquid food or oil into the colon. 

ALBERT EHRENFRIED. 


Chaton: Preventive Treatment of Postoperative 
Peritonitis (Le traitément preventif de la peritonite 
post-opératoire). Presse méd., 1916, p. 395- 


Chaton’s method of preventing post-operative 
peritonitis which has given good results, is as follows: 
After making the opening incision he allows a cer- 
tain quantity of camphorated oil to flow into the 
abdomen, then places the patient in the definite 
operating position and after covering the ventral 
opening he allows a dozen or so inspirations, pro- 
tective surgical compresses being placed to absorb 
the excess of oily fluid. 

Camphorated oil hinders obstruction of the lym- 
phatic channels, checks agglutination of loops, and 
allows prolonged drainage; moreover it plays an 
important toni-cardiac réle. Three hundred cubic 
centimeters of 1 to 100 strength can be injected 
without inconvenience. W. A. BRENNAN. 


ASEPTIC AND ANTISEPTIC SURGERY 


Dubard, M.: Note on the Use of Hypochlorite of 
Magnesia in Surgery (Note sur l'emploi de l’hy- 
pochlorite de magnésie en chirurgie). Bull. Acad. 
de méd., Par., 1916, Ixxvi, 134. ’ 


The systematic use of alkaline hypochlorites have 
given excellent results in the treatment of infected 
wounds. But unfortunately they are caustic and 
their alkaline base must either be neutralized or 
excessively diluted. On this account the author 
has replaced the caustic base by an indifierent base, 
magnesium. 

The author claims for the solution of magnesia 
hypochlorite that it is neither caustic nor painful. 
The principal aim sought in a series of bacteriologic 
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experiments was to determine the value of hypo- 
chlorite of magnesia as a disinfectant of the hands 
and especially as to its action on non-sporulated mi- 
crobes (streptostaphylo-coli, etc.). 

Non-sporulated microbes are destroyed within 
two to four minutes in a solution of magnesia 
hypochlorite of 1.5 to 2.5. Bacillus subtilis is 
killed in 8 minutes. For the sterilization of the 
hands the results are superior to those obtained 
with iodine tincture. A bath of 6 to 8 minutes’ 
duration in a solution of 2° of the author’s scale 
prevents culture of digital or epidermal microbes. 
Repetition of such baths has never caused any alter- 
ation in the skin. 

The author has also employed this solution in 
lavage and dressing of wounds; the results obtained 
have been superior to those obtained from the use 
of Dakin’s fluid. The author recommends the use 
of hypochlorite of magnesia in obstetrics as its 
innocuity is absolute, and its bactericidal power 
considerable. It is easily and cheaply prepared. 

W. A. BRENNAN. 


Hamm, A.: Asepsis or Antisepsis of Fresh Wounds 
(Asepsis oder Antisepsis bei frischer Wundinfektion). 
Beitr. 2. klin. Chir., 1916, c, 12. 

Hamm points out that Gebele, Wilms, and other 
surgeons have used and recommended the use of 
disinfectant in the treatment of primary infections 
of wounds. 

He summarizes and discusses the procedures of 
Wright, Carrel, Dakin, Delbet, and others. With 
regard to the bacteriological examination of 
wounds, in his opinion, all reliable bacteriological 
examinations show that an effective disinfection of 
war wounds by means of antiseptics cannot be at- 
tained any more than the vagina can be freed from 
microbic flora by lavages. 

Antiseptic efforts must therefore at present be 
directed toward supporting the auto-antisepsis of 
the organism, which can be accomplished much 
better by physical than by chemical means. It must 
be admitted that the numerous efforts made in the 
treatment of puerperal infection to discover a treat- 
ment logically based on a therapy according to 
bacteriological standpoints have absolutely failed. 
All attempts to dislodge entrenched germs from the 
wound have failed, because germs implanted in the 
tissue, can be killed by antiseptics only when 
the surrounding tissue cells also have been destroyed. 

The bacteriological examinations of Delbet and 
others have again proved that the body cells are more 
sensitive than the micro-organisms, and therefore 
lose their natural resisting power more readily 
under the action of antiseptics. |W. A. BRENNAN. 


ANZSTHETICS 


Singleton, A. O.: Increasing Usefulness of Nerve- 
Blocking or Regional Anesthesia. Texas St. 

J. Med., 1916, xii, 195. 
The author recommends the use of one-fourth of 
one per cent novocaine solution for infiltration, one- 
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half to one per cent for nerve-blocking, and a five 
per cent solution for spinal anesthesia. 

The scalp may be anesthetized by infiltration, the 
fifth nerve after it leaves the skull, the anterior part 
of the neck by injecting along the posterior border of 
the sternomastoid muscle,. the upper extremity by 
blocking the brachial plexus between the scalenus 
medius and anticus. In the chest and abdomen the 
lateral nerve-trunks can be blocked as they come 
from the intervertebral foramina. The perineum, 
rectum, and urethra are most satisfactorily blocked 
by sacral anesthesia, the spinal puncture needle 
being passed up the sacral canal through the ter- 
minal opening and 20 to 30 ccm. of a one per cent no- 
vocaine solution injected. This produces complete 
anesthesia in from ten to thirty minutes over the 
perineal region, including the scrotum, rectum, penis 
(except at its base), urethra, bladder, prostate, vagina, 
and cervix. 

Spinal anesthesia has been used frequently and 
with apparent safety, from 1 to 3 ccm. of five per 
cent novocaine being injected in the lumbar region. 
In acute abdominal conditions, in prostatic work 
where sacral anesthesia is not satisfactory, or in 
any intra-abdominal condition that would be made 
worse by general anesthesia, spinal anesthesia is 
indicated. In fractures of the lower extremity it 
has also been found satisfactory. 

E. K. ARMSTRONG. 


SURGERY OF THE 


HEAD 


Paus, M.: Mixed Tumors of the Face (Ueber Misch- 
geschwulste im Gesicht). Tr. XI North. Surg. 
Cong., 1916, Goeteborg, July. 

The author reported 76 cases. In these tumors 
there is a benign and a malignant stage. On an 
average they become malignant about six years after 
the onset. Recurrence after the operation is much 
more frequent than supposed, 53 per cent. The 
average length of life after the operation is only 
two years. The genesis of the tumor is still in 
doubt. From his specimens and preparations the 
author concludes that the parenchyma of the tumor 
is of epithelial origin, as gland formation and cor- 
nification take place. They probably arise from 
embryonal rests here as elsewhere. L. A. JuHNKE. 


Roy, M, and Martinier, P.: Treatment of Injuries 
6f the Face and Jaws Sustained in War (La cura 
delle ferite di guerra della regione mascello-faciale). 
Ann. di odont, 1916, i, 243. 

The authors have made a prolonged study of 
injuries of the maxillary region occurring in the 
course of war. The retention of fractured frag- 
ments is of much importance for consolidation. 
The methods of retention in use are three: (1) in- 
trabuccal, which is either simple, if the fractured 
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SURGICAL INSTRUMENTS AND APPARATUS 


Orr, H. W.: A New Spine Brace for the Rotation 
Treatment of Scoliosis and for Other Purposes. 
Am. J. Orth. Surg., 1916, xiv, 496. 


The author presents a spine brace designed for 
the rotation (Abbott) treatment of scoliosis. It 
consists of a wide and strong pelvic band with a 
vertical cylindrical rod running up the back. The 
rod may be straight or fitted to the back. At 
present he prefers it straight. Over the rod he 
drops little collars corresponding somewhat in size 
and position with the vertebrae. These have toothed 
edges so that each fits securely against its neigh- 
bor in whatever position they are placed. Some 
of these collars carry “ribs”? which may be placed 
at any level or in any position or rotation desired. 

In this way pressure may be exerted upon the 
ribs at any point and to any degree. Near the top 
he has two collars carrying special pieces for the 
support of the shoulders. Having placed all the 
parts in the desired position he turns a nut down 
securely against the top “‘vertebra,” and the entire 
brace is securely locked. Advantages claimed are: 

1. Positive rotation correction may be obtained. 

2. Complete adjustability with actual alteration 
or weakening. 

3. There is no constriction of the chest. 

Puiu Lewin. 


HEAD AND NECK 


jaw only is used for anchorage, or intermaxillary, if 
the opposite jaw is utilized; (2) external retention 
by bandage and sling; (3) bucco-external. All the 
retention appliances used by the authors have been 
intrabuccal. 

An intermaxillary retention is necessitated when 
the fracture occurs on the ascending ramus, or at 
the union of this with the horizontal ramus. In 
these cases the mandibular stump is displaced to- 
ward the fractured side and a holder for the upper 
and one for the lower jaw is necessitated. 

W. A. BRENNAN. 


Imbert, L., and Real, P.: Hypermyotonic Constric- 
tion of the Jaws in War Wounds (La costrizione 
delle mascelle per ferite di guerra e i suoi rapporti 
congli stati ipermiotonici). Ann. di odont., 1916, 
i, 341. 

After a study of the prevalent conditions the 
authors are convinced that the syndrome described 
in the classical textbooks of surgery under the title 
“Constriction of the Jaws” does not correspond 
with the syndrome which is observed in actual prac- 
tice. Their experience was with the 15th French 
Legion of War, and includes about 150 cases ob- 
served. 

Bony constriction exists only exceptionally; 
cicatricial constriction is much more frequent, also 
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fibrous constriction which may be considered as a 
periarthritis of the temporomaxillary articulation. 
In about 80 per cent of the cases jaw constriction 
appears to be caused by muscular contraction. It is 
not a trismus since the constriction is observed in 
old wounds. 

This form of constriction very much resembles 
what was formerly known as hysterotraumatism 
and is now studied by neurologists under the names, 
hypermyotony, acromyotony, etc. Although the 
jaws are tightly locked they can easily be opened 
with a mouth-opener provided the process is slow 
and gradual. They are rarely associated with 
jaw fractures. 

The authors believe that there is a parallel be- 
tween constriction of this kind in war and in contrac- 
ture of limbs after injury, from the rapidity with 
which both phenomena arise and in the fixation of 
the attitude which becomes more rebellious the 
longer it is untreated. But, unlike the myotony 
of the limbs, myotonic constriction of the jaws has 
a benign prognosis. W. A. BRENNAN, 


Valadier, A. C.: Suggestions for the Treatment of 
Fractured Jaws. Brit. J. Surg., 1916, iv, 64. 


The author reports a number of interesting jaw 
injuries and their treatment, accompanied by photo- 
graphs of appliances used to assist in correcting 
the deformity. Among the latter are shown the 
method of wiring the teeth when one jaw is splinted 
against the other in cases of fracture, and an ex- 
ternal vulcanized splint for the same purpose. 

Where the lower jaw was shot away from the 
second bicuspid to the second bicuspid of the other 
side, a splint was used with a jack screw attach- 
ment by means of which the fractured ends could 
be gradually forced apart as the callus formed, thus 
gradually restoring the contour of the jaw. 

Other splints depicted were a prophylactic splint, 
a palate splint, an inclined plane made to retain 
the lower jaw in place, and an elevator cap splint, 
employed for a fracture at the median line and 
anterior to the first molar. D. L. Desparp,. 


Nafiziger, H. C.: Prospects of Surgical Treatment 
in Meningitis. Calif. St. J. Med., 1916, xiv, 322. 


The extreme gravity of meningeal infections com- 
pared to infections in other regions of the body is 
due to the great vascularity of the tissues and the 
fact that absorption takes place directly into the 
blood stream. Furthermore, the central nervous 
system is highly sensitive to the direct action of 
poisons and the protective substances formed in the 
body as a response to the infection cannot find 
their way into the cerebrospinal fluid and according- 
ly cannot assist in combating the infection. In- 
fection causes increased secretion of fluid by the 
choroid plexus: if this increase be in excess of 
the absorption, or if the absorptive channels be 
blocked, the increase in intracranial pressure alone 
can cause a fatal termination in meningeal infections. 


In considering surgical treatment of meningitis 
the above factors must be clearly borne in mind. 
Those cases with obstruction to the outflow of fluid 
from the ventricles are the most favorable for sur- 
gical interference: the intraventricular pressure can 
be relieved by ventricular puncture and, in cases of 
epidemic meningitis, an opportunity is offered for 
the injection of Flexner’s serum directly into the 
ventricular spaces. In case the normal outlets for 


.the absorption of the fluid (the pacchionian granula- 


tions and other arachnoid villi) are blocked by the 
products of infection, surgery affords very little 
relief and is not indicated except for the introduc- 
tion of sera. The two types of cases may be dif- 
ferentiated by a lumbar injection of phenolsulphone- 
phthalein which should appear in the urine in ten 
minutes. 

The author briefly refers to the various surgical 
procedures advocated for the treatment of menin- 
gitis and relates his experience with the Haynes 
operation for drainage of the posterior cistern. He 
operated upon two cases of pneumococcus infection 
one of which died on the tenth, the other on the 
third day, and one of streptococcus infection which 
died twelve hours after the operation. His ex- 
perience does not lead him to regard his operation 
favorably. One case of meningitis following frac- 
ture involving the middle fossa operated upon by 
subtemporal decompression with drainage promptly 
recovered. No infecting organism was grown on 
cultures from the fluid. This case had a marked 
Kernig; optic disks hyperemic; cell count of 75 
(all polynuclears) in the spinal fluid; globulin reac- 
tion present; sugar absent. 

Naffziger’s conclusions are: In general meningeal 
infections, frequent lumbar punctures with slow 
withdrawal of 10 to 50 ccm. of fluid have a definite 
value. If there is increased intracranial pressure, 
as shown by choked disk, intraventricular pressure 
is best relieved by the Haynes operation or by a 
corpus callosum puncture. If the increased pressure 
be due to faulty absorption, little can be expected 
from any operative procedure. E. FISCHEL. 


Zimmerman, B. F.: Brain Injuries. Am. J. Surg., 


19160, XXX, 254. 

The author offers some anatomical and physiolog- 
ical observations on the membranes and circulation 
of the central nervous system. The dura being 
more closely attached to the cranial bones about 
the base is more likely to be torn in basal fractures 
than in those of the vault. In children, being more 
firmly attached to the sutures than elsewhere, 
extradural hemorrhage is more likely to be confined 
to one bone than in adults. In the spinal canal the 
dura is not attached to the vertebrw but hangs as 
a long elastic tube capable of distention. Nor- 
mally there is very little space between the dura and 
pia arachnoid; but it is increased by accumulation 
of fluid in cases of cerebral compression. 

The cortical veins empty for the most part into 
the longitudinal sinus by way of the lacunz laterales 











GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 5 


which extend outward one-half to one inch from the 
longitudinal fissure. 

The pacchionian bodies, which are extensions 
from the arachnoid, containing cerebrospinal fluid, 
are thrust into the lacune. Therefore the dura in 
this region is very closely attached to the brain and 
consequently its separation in operations or injuries 
is attended by serious hemorrhage, the cerebral 
veins being torn in the process. 

The cavernous and petrosal sinuses are liable to 
injury in basal fractures; blood from the petrosal 
enters the subdural space and escapes through the 
ear. 

Normally the amount of cerebrospinal fluid is 
small except in the cisterne of the arachoid at the 
base. In case of brain injury these act as a water 
bed for the brain. The common symptom of head- 
ache following brain injury, however slight, is ex- 
plained by the oedema producing dural tension or 
distention, the dura being supplied by the fifth 
nerve and extremely sensitive to pressure. Delirium 
and mania are due to irritation, stupor and coma to 
paralysis of the cortical centers. One may follow 
the other condition or both occur together. Thus 
early unconsciousness may be followed by severe 
headache and later delirium, or, as in cerebral 
hemorrhage, delirium may precede the unconscious- 
ness; in the latter case, if there is an alcoholic odor 
to the breath, the mistake of a diagnosis of alco- 
holism may be made. 

Focal symptoms depend primarily on location, 
but also on the character of the injury, which occurs 
as four types: (1) laceration, (2) concussion, (3) con- 
tusion, (4) compression; one or all of these may be 
present in any given case. Pure concussion, how- 
ever, is now regarded as very doubtful, it being 
generally believed that this is nothing but micro- 
scopic contusion. 

The phenomenon of increasing blood-pressure in 
cases of compression is explained on the theory of 
vasomotor stimulation. This takes place when the 
intracranial pressure has reached a point where it 
shuts off the arteries to the brain, causing anemia, 
which stimulates the vasomotor center and in turn 
produces a rise in systemic blood-pressure which 
overcomes the brain anzmia. 

The choked disk is not the typical form but is a 
dilatation of the veins and contraction of the arter- 
ies. It is often transitory and frequent examinations 
are therefore necessary. In cases where doubt 
exists as to pressure, lumbar puncture may be of 
much value and is safe except in cases with very 
high blood-pressure. In these there is the danger 
that withdrawal of the fluid will allow the medulla 
to be crowded down into the foramen magnum. 
The pressure should always be measured before any 
fluid is withdrawn. In oedema following compres- 
sion or contusion relief may be afforded by spinal 
puncture alone. 

Depressed fractures of the cranial vault, if in- 
volving the silent area, may produce but slight symp- 
toms and often appear trivial, but owing to the 


danger of serious sequelz, as epilepsy or psychoses, 
they should be operated on as arule. In cases of 
compression, however slight, the patient should be 
carefully watched and any signs of increasing com- 
pressing force as shown by the rise of blood-pressure, 
slowing of the pulse or respiration, changes in the 
fundus of the eye and increase in cerebrospinal 
pressure, are indications for operation. Surgical 
treatment in cases where there are no localizing 
symptoms or signs is subtemporal decompression. 
The mistake must not be made of waiting until 
positive signs of paralysis or beginning paralysis 
of medullary centers appear, as shown by increase 
in the pulse-rate, lowering of the blood-pressure, etc. 
In cases of fracture of the base, the author is of 
the opinion that decompression will afford a greater 
percentage of cures than expectant treatment. 
Horace BINNEY. 


Grey, E. G.: Studies of the Localization of Cerebel- 
lar Tumors—the Cranial Nerves. Bull. Johns 
Hopkins Hosp., 1916, xxvi, 251. 

This study deals with the significance of cranial 
nerve involvements. It is based upon an analysis 
of the records of 63 cases with intra- or extracere- 
bellar tumor confirmed either at operation or on 
post-mortem examination. As previously stated 
by the author, the material has been drawn from the 
records of a series of several hundred patients with 
syndromes of cerebellar disease in Cushing’s neuro- 
logical service at the Johns Hopkins Hospital 
previous to October, 1912, and at the Peter Bent 
Brigham Hospital since that date. 

The salient points gathered from this experimen- 
tal study are as follows: 

1. Since anemia in cases with intracranial tumor 
is usually a distant symptom due to a secondary 
internal hydrocephalus, it has no appreciable signi- 
ficance in the localization of the new-growths. Un- 
cinate gyrus symptoms may appear, secondary to 
an internal hydrocephalus. The sense of smell was 
affected in about 7 per cent of the 63 certified cases 
analysed in this report. 

2. While choked disc in itself has no appreciable 
localizing significance, since it is not infrequently 
noted comparatively early in the course of certain 
supratentorial tumors, it may have some importance 
in this respect when it is associated with other signs. 
It has been the author’s experience that the early 
appearance and high degree of changes in the eye- 
grounds, when they appear in company with some 
of the so-called cerebellar symptoms, are important 
confirmatory evidence pointing toward a subten- 
torial localization of the new-growth. 

3. Very little reliance can be placed on an involve- 
ment of the third or sixth cranial nerve as a guide 
to the side occupied by the new-growth, in the 
localization of tumors in one or another part of the 
posterior fossa. 

The observations recorded in this paper are in 
favor of the view held by many that the nystagmus 
seen in cerebellar disease is very frequently of cere- 
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bellar origin — an asynergy of the eye muscles. 
The rule which states that the nystagmus is slower 
and coarser with the eyes turned toward the tumor 
is subject to many exceptions. When, however, 
there is a definite and persisting difference in the 
size and rate of the jerks with the eyes in the lateral 
position, the nystagmus is usually suggestive of the 
side of the lesion. 

Since impairments of conjugate deviation of the 
eyes are only infrequently encountered in the less 
advanced cases of subtentorial tumor, they have 
relatively little importance in the localization of 
tumors within the posterior cranial fossa. ‘True de- 
viation of the eyes in cerebellar new-growths is 
rarely seen prior to operation. 

In subtentorial tumors involvements of the fifth 
cranial nerve have no topographical importance in 
diagnosis (within the posterior fossa) unless the 
tumor lies in one cerebellopontine angle or the 
other. Such a localization is likely only when 
the homolateral eighth (or seventh) nerve is also 
affected. 

A paresis or a paralysis of one facial nerve in 
tumors of the posterior cranial fossa is strong pre- 
sumptive evidence of the side of the lesion, though a 
paresis appears not infrequently in median growths. 
When the eighth or the (fifth) nerve of the same 
side is also affected, the diagnosis of a homolateral 
growth may be made. A questionable involve- 
ment of the seventh nerve, on the other hand, is 
deceptive in this respect due, probably, to the rela- 
tive frequency of normal facial asymmetries of 
slight degree. 

In subtentorial new-growth a slight unilateral 
impairment of hearing, which has appeared for the 
first time in company with general pressure symp- 
toms, is indicative either of a homolateral tumor or, 
less frequently, of a median growth. When hearing, 
under similar circumstances, is greatly impaired or 
lost in one ear, it points toward a homolateral ex- 
tracerebellar localization of the tumor. Such a 
diagnosis is confirmed when either the seventh or 
the fifth nerve of the same side is also affected. 

Tinnitus, it appears, is not a reliable guide to the 
side occupied by a tumor situated below the ten- 
torium. 

Although vertigo is a prominent symptom of 
subtentorial tumors as compared with growths 
situated elsewhere in the brain, it has no appreciable 
significance for the localizaton of the diseases in 
one or another part of the posterior fossa. 

The presence of dysarthria and dysphagia, unless 
they are very marked, in patients with subtentorial 
tumors, though a source of anxiety, is no contra- 
indication to operation, since neither is a reliable 
sign of an impending respiratory paralysis. When 
they occur, they constitute two of the most strik- 
ing symptoms of intra- and extracerebellar new- 
growths. 

The spinal accessory nerve is only rarely involved 
(in less than 5 per cent) in tumors of the posterior 
cranial fossa. When this nerve is affected, the 


muscular weakness is not marked and it is homo- 
lateral to the growth. 

A weakness of the muscles innervated by one 
twelfth nerve is of very little significance in the 
localization of tumors in one part or another of the 
posterior fossa. GeorcE E. Bertpy. 


Heuer, G. J., and Dandy, W. E.: 
Seventy Cases of Brain Tumor. 
Hopkins Hosp., 1916, xxvii, 224. 


A Report of 
Bull. Johns 


The authors have reviewed the. cases of brain 
tumor in patients who have entered the surgical 
service of Dr. Halsted between September 1, 1912, 
and January 1, 1915; and in the present communica- 
tion these cases are considered for the purpose of 
commenting upon some of the problems indicated. 
The authors also indicate in this paper the value of 
some of the more common diagnostic aids, and re- 
late a few experiences in the pathology and differ- 
ential diagnosis of brain tumors, and finally empha- 
size steps in surgical technique that have favorably 
influenced their mortality and operative results. 

Conditions other than true brain tumor were in- 
cluded in the 70 cases which form the basis of this 
report; i.e., ependymitis, pachymeningitis interna 
hemorrhagica, encephalitis, arachnoiditis, cerebral 
tubercle, dural gumma, and aneurism of the inter- 
nal carotid artery. Yet the symptoms in these 
conditions simulated so closely those of brain tumor 
that operations were usually performed under the 
supposition that a new-growth was present. Of 
these 70 cases the nature and position of the lesion 
was established by the authors at operation or at 
autopsy in 40, or 57 per cent; and two additional 
cases were certified through operations performed 
by Cushing. The remaining 28 patients presented 
definite signs and symptoms of brain tumor, and in 
-the great majority of instances were operated upon, 
the operation, however, failing to disclose the 
lesion. 

Of the 70 patients, 62 were operated upon. Of the 
8 patients not operated upon, 6 refused operation, 
one had such extensive pulmonary tuberculosis that 
operation seemed inadvisable, and one died suddenly 
in the ward before operation. Seventy-one major 
operations were performed on these 62 patients; i.e., 
upon several patients, on a second admission, an 
exploratory craniotomy was performed subsequent- 
ly to a subtemporal decompression. ‘There were 6 
deaths occurring between 24 hours and five days 
after operation —an operative mortality of 8.6 
per cent, a case mortality of 9.6 per cent. Two 
patients subsequently died in the hospital, their 
condition and subsequent death being apparently 
uninfluenced by operative procedures. Including 
these the total mortality was 11 per cent and 12.8 
per cent respectively. ‘There were no deaths upon 
the operating table. 

A number of cases are reported by the authors 
in considerable detail and accompanying the study 
are numerous illustrations and photographs. 

GeorcE E. BEILBY. 
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White, A. H.: Report of Case of Gliosarcoma of 
Uncinate Gyrus. Pacific M.J., 1916, lix, 466. 


The author reports a case of sarcoma of the brain 
in a patient aged thirty-seven years, whose first 
complaint was amnesia, which became progressively 
worse; another symptom ‘which was quite prom- 
inent was anosmia, first unilateral and then bi- 
lateral. 

Roentgen examinations were negative, as were 
also repeated Wassermann tests. With the ex- 
ception of slight prostatitis, a left varicocele and 
hemorrhoids, the physical examination revealed 
nothing. Antisyphilitic measures were of no bene- 
fit. From the symptoms and findings, a diagnosis 
was made of intercranial lesion. 

The intercranial pressure, the choked discs, the 
uncinate attacks, during which the patient became 
red, or cyanotic and flushed, the amnesia, the 
anosmia, the lack of headache, and the lack of 
localizing motor symptoms, seem to point to a new- 
growth in the frontotemporal region, and, because 
of the anosmia, probably in or near the gyrus un- 
cinatus. 

This interesting case is fully reported with detailed 
autopsy findings, which confirm the diagnosis. 
The sarcoma was of the mixed-cell type. 

Emit C. RoBITSHEK. 


Quiros, D.: 
(Fibro-mixo-sarcoma del cerebro). 
de San José, 1916, i, 19. 


Fibromyxosarcoma of the Brain 
An. d hosp. 


The case reported occurred in a woman of 30. 

. Examination showed the principal symptoms to be 
anzmia; convergent strabismus; papillary reaction 

to light slow; thyroid somewhat hypertrophied; 

evidences of splenic malaria; rotation reflexes ex- 

aggerated; Babinski sign strong; clonus of foot 

also quite marked. No Kernig’s sign was present; 

deglutition was imperfect and she could not close 

her mouth, which gave her an idiotic appearance. 

The Wassermann reaction was completely nega- 
tive. The symptoms increased in intensity from 
day today. About ten days after entering the hos- 
pital the patient experienced sharp pains along the 
vertebral column, also intense cephalitis. Lumbar 
puncture gave abundant clear fluid, but contrary to 
the findings of Lebeboullet (in a case of pia mater 
sarcoma) nothing was found on microscopical ex- 
amination. The Widal test was negative. The 
author believed that it was a case of cerebral tumor; 
the patient died in coma about two months after 
entering the hospital. 

In this case the author points out that none of the 
classical symptoms of tumor of the frontal lobe were 
present. The cephalitis and vertigo are common to 
all cerebral tumors, no matter what the location. 
The autopsy in the case showed the dura strongly 
distended, corresponding with the left frontal lobe. 
There were no adherences. In the left frontal lobe 
and in its posterior part there was a tumor the size of 
a small orange. The result of histological examina- 


tion of this tumor showed that it was a fusiform 
myxofibrosarcoma and absolutely typical. 

The author thinks that surgical intervention if 
made would have been without satisfactory result. 
In an examination of the literature on this topic. 
he has not been able to find any sarcomatous tumor 
of such a size as that he describes. 

W. A. BRENNAN. 


Marchack: Cerebral Herniz (Hernies cérébrales). 
Presse méd., 1916, p. 35. 

Cerebral hernia may be distinguished as occurring 
either with or without subjacent abscess. In the 
first form the abscess must at once be opened so that 
it may not discharge into the ventricle. These pa- 
tients almost all succumb to meningocephalitis. 
But the hernia without abscess is of more interest 
as it is susceptible of treatment. 

Marchack thinks that the cause of these cerebral 
hernia is congestive oedema of the traumatized 
brain, and that the tumor projected across the 
insufficiently opened dura mater becomes strangled 
and adherent to the ring. 

Such a hernia usually occurs within a few hours of 
injury. It is not due to hypertension because its 
volume diminishes only very slightly after lumbar 
punctures. 

Probably one-half of those with gunshot cranial 
wounds show hernia, especially if the injury is in the 
right parietal region and even if the osseous breach is 
small. In wounds of the frontal and occipital region 
hernia is rare. 

In treating herniz Marchack has tried all methods 
from ablation by the thermocautery to simple com- 
pression. He thinks that the treatment of choice is 
after a certain period to enlarge the strangulating 
ring, remove bone fragments, etc., lavage with 20 
per cent formol and compression. In the course 
of treatment patients show crises of Jacksonian 
epilepsy, but repeated lumbar punctures cause them 
to disappear. W. A. BRENNAN. 


NECK 


Pierce, F. E.: Traumas of the Neck and Spine. 
Surg., Gynec. & Obst., 1916, xxiii, 332. 

The author discusses contusions and sprains of 
the back, excluding all those with a disability of less 
than one week and those which are complicated 
by dislocation or fracture of the spine. Contusions 
are included with the sprains because of the difficulty 
at times in distinguishing one from the other, par- 
ticularly when the contusion is directly over the 
spine itself. 

Of 758 cases reviewed 277 were classed as coutu- 
sions and 481 as sprains. Of the 277 contusions 29 
per cent were located in the lumbar region, 16 per 
cent in the dorsal region, and ro per cent in both the 
dorsolumbar and sacral regions. In 20 per cent 
the location was not specified. Out of 481 sprains, 
420, or 87 per cent, were due to indirect causes and 
47 per cent of these involved the dorsolumbar and 
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lumbar region. Of 61 due to direct causes, 47 
per cent involved the same region. Cervical 
sprains, next in frequency, were present 31 times, 
and all but two were due to an indirect cause. 

It is impossible to draw a distinct line between 
sprains involving the spinal muscles alone and 
those involving the ligaments and articulations. 
All of the back injuries are frequently complicated 
by nervous symptoms, but the severity of the in- 
jury is no index to the degree of nervous symptoms 
present. 

The period of disability in sprains depends upon 
the severity of the injury and averages from a few 
weeks to six months or more. In those cases com- 
plicated by a neurosis, or as in the case of malinger- 
ers and damage seekers, the disability may be a 
year or longer. 

Great care must be exercised in making the diag- 
nosis. Minor injuries must not be exaggerated nor 
severe ones overlooked. In examining the patient 
it should be borne in mind that a fracture may be 
present and a careless handling may produce a dis- 
location or may even cause death. 

All ligamentous sprains require rest and support 
for the spine, while muscular sprains, after a short 
period of rest, should have massage and be given 
some moderate and gradually increasing gymnastic 
exercises. The complications should be treated 
according to symptoms. 

Cases are cited showing the variety of injuries and 
the different complications met with. 


Sloan, H. G.: The Goiter Problem. 
J., 1916, XV, 453. 

The author accepts it as highly probable that 
goiter is due to lack of iodine in the system; that the 
thyroid gland can be stimulated through the central 
nervous system alone to give up its iodine; that in 
acute infections, foreign proteins circulating in the 
blood cause increased thyroid activity which in 
turn activates the central nervous system to cause 
increase in general body oxidation in order to 
overcome the invading micro-organism. Thyroid 
enlargement has been observed in all acute infections 
but is especially noticeable in incipient tuberculosis. 
An infection in a person whose thyroid has only 
a small reserve functioning capacity (all individuals 
who live in a goiter belt) is prone to cause thyroid 
hypertrophy. 

The varying types of thyroid enlargement from 
colloid goiter to Graves’ disease are one, varying 
only in degree and intensity. The colloid goiter 
will ultimately give toxic symptoms (myocarditis) 
and should always be removed, though in the first 
stages iodine may control the goiter. The toxic 
symptoms of Graves’ disease are the result of an 
overabundant thyroid secretion which damages 
the whole body. The forcible heart-beat (pykno- 
cardia) is the result on the heart of the excess 
of adrenalin arising from the adrenals through their 
overstimulation by way of the brain via the splanch- 
nics. The excess thyroid secretion stimulates 


Cleveland M. 


the output of nervous activity by the central ner- 
vous system which in turn stimulates the thyroid 
to still greater activity causing a vicious circle 
which must be broken either at the focus of infec- 
tion or at the thyroid by thyroidectomy. If the 
cause of Graves’ disease be undue nervous or men- 
tal strain, the only way to break the circle is by 
thyroidectomy. 

The author gives an interesting description of 
the symptoms and signs of the incipient type of 
thyroid intoxication, and emphasises the importance 
of a search for underlying mental causes, especially 
in girls of marriageable age, and for possible foci of 
infection. Thyroid enlargement associated with 
incipient tuberculosis is a type frequently seen and 
must always be identified. The distinctive points 
in diagnosis are pointed out and the correct treat- 
ment is given as rest in bed, out-of-door life, over- 
feeding and small doses of iodine. 

In the adolescent type there is thyroid enlarge- 
ment without any toxic symptoms (a compensatory 
hypertrophy); or the border line Graves’ disease 
with loss in weight; or the heavy type seen chiefly in 
boys. It is usually accompanied by acne, the intes- 
tinal tract being the underlying cause. Operative 
interference is not advised in the adolescent type. 
A type termed “cold Graves’” is next described 
which occurs in women in whom constipation is a 
known factor and the whole symptom-complex is 
referable to intestinal stasis. Rest, both physical 
and mental, with proper nourishment and attention 
to proper elimination are the chief factors in correct 
treatment. In hypertonus associated with old 
colloid goiter there is usually no loss of weight but 
the heart beat is irregular and forcible. The blood- 
pressure may run from 180 to 200 mms. of mercury. 
Thyroidectomy gives prompt relief to this class of 


‘patients, but should be undertaken only after the 


heart-muscle has been properly supported by digi- 
talis. 

The author advocates giving children living in goi- 
ter regions who are going through puberty small 
amounts of iodine once in three months. To preg- 
nant women alsoit is advisable to give small amounts 
of iodine (five drops of the syrup of the iodine of 
iron) one month out of three. 

The treatment of Graves’ disease as given in detail 
by the author may be briefly outlined as follows: 
Careful search by every known means for a possible 
focus of infection in any region of the body. If such 
a focus be found, remove it; if not, eliminate the 
products of bacterial decomposition in the intestinal 
tract as far as possible. Thymol (five grains), one 
pint of buttermilk daily, little or no meat, and 
vegetables generously is the routine. The syrup 
of the iodine of iron, one to two minims, or painting 
the skin the size of a quarter with tincture if iodine 
is used, with due regard to a possible increase of all 
bad symptoms during the medication. If, after 
one month there is no improvement, surgical inter- 
ference is indicated. , 

For successful surgery in Graves’ disease, it is 
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necessary to know the ability of the body to neu- 
tralize acid waste products of metabolism. The 
respiratory center responds very quickly to increased 
acidity in the blood stream; inability of a patient 
to hold his breath more than forty seconds is taken 
as the limit of safety regarding his ability to neutral- 
ize acids. A pulse-rate of 120 while in bed, a de- 
gree of fever during the day, and signs of lowered 
alkaline reserve are contra-indications for immediate 
lobectomy. Two to ten weeks are allowed to pass 
under treatment by the following milder methods: 
injection into the gland of 5 to 1o drops of 50 per 
cent quinine and urea solution, the injection of 25 to 
50 ccm. boiling water, and ligation of the superior 
thyroid arteries and their sympathetic nerves. 

In severe cases operation is done without the 
knowledge of the patient that it is to take place. 
It is performed under full anesthesia with as little 
trauma as possible, after thoroughly blocking the 
tissues to be handled. Four-fifths of the gland is 
removed; in no case has myxcoedema followed the 
operation. 

Patients with localized adenoma are advised to 
undergo operation as soon as their condition per- 
mits. In large colloid goiters compressing the trach- 
ea, the lateral attachments of the posterior parts of 
the gland are allowed to remain as a support to 
prevent tracheal collapse. In cases with high 
blood-pressure showing marked myocarditis, digi- 
talis is given before and after operation. Post-opera- 
tive rest is insisted upon in all cases to allow the 
tired nervous system to recover. 

With the treatment as above outlined, the author 
claims 95 per cent cures in patients presenting 
themselves for treatment the first two or three 
months of the disease. ‘This percentage drops pro- 
portionately to the amount of damage done to 
vital organs by delay in seeking relief, or incorrect 
diagnosis. E. FIscHet. 


Wilson, L. B., and Durante, L.: Changes in the 
Superior Cervical Sympathetic Ganglia Re- 
moved for the Relief of Exophthalmos. J. 
Med. Research, 1916, xxxiv, 273. 

The present investigation is based on a study in 
fixed tissue of the pathologic changes in cervical 
sympathetic ganglia removed at operation from 
16 patients with hyperplastic toxic goiter in the 
Mayo clinic, from December 17, 1912, to December 
31, 1915, according to the technique described by 
C. H. Mayo. Within this period sympathectomies 
were done on 24 patients, but in 8 instances the 
excised specimen either did not contain ganglionic 
tissue or the small amount therein was needed for 
examination in the fresh state. These are not 
included in the present study. The questions to 
be determined are: 

1. Are the cervical sympathetic ganglia in hyper- 
plastic toxic goiter a seat of demonstrable histologic 
changes? 

2. If such histologic changes in the cervical sym- 
pathetic ganglia exist, is there a relationship be- 


tween them and the clinical symptoms, on the one 
hand, and the pathologic changes in the thyroid, 
on the other? 

3. If histologic changes are not demonstrable, is 
the apparent absence due to faulty technique or to 
the fact that the sympathetic ganglia have received 
only impulses, which have left no trace in their 
structure? 

The 20 ganglia constituting the material on 
which the present study is based were removed at 
operation from 16 patients with hyperplastic toxic 
goiter. From 2 of these patients the right superior 
ganglion only was removed, from 3 the left superior 
only, and from 11 both right and left superior gan- 
glia were removed. In 5 instances the right or 
left, or both the right and left, middle superior 
ganglia were also removed. Small pieces of ganglia 
were examined in frozen sections of the fresh tissue 
immediately after operation by the method de- 
scribed by Wilson. 

The remainder of the specimen, or specimens, 
was fixed in to per cent formalin, and reserved for 
subsequent examination. In all, 35 ganglia from 
24 patients were examined, either in sections of 
fresh tissue or in sections of fixed tissue. 

Each ganglion was divided transversely into equal 
parts. One, the superior part, which contained the 
majority of the afferent and efferent branches, was 
further subdivided longitudinally into two parts. 
One of these was used for silver nitrate impregnation, 
and the other for Flemming’s strong solution. The 
inferior part was divided transversely into small seg- 
ments of a few millimeters each. Some of these 
were used for staining with hematoxylin and eosin; 
some with Weigert-van Gieson for connective tissue; 
some with Weigert-Luden for myelin; some with 
Held-Nissl for distribution of chromatin; some for 
specific fat, iron, and pigment reactions; and some for 
silver nitrate impregnation. All preparations were ex- 
amined in serial paraffin sections, except those cut 
frozen for the study of pigment. 

From a critical review of previously reported 
observations, from the authors’ observations of 
control specimens not herein detailed, and from 
their study of the specimens from the 16 cases re- 
ported in this paper, they present the following 
summary which they believe to be a fair statement 
of their present knowledge of the lesions of the cer- 
vical sympathetic ganglia in hyperplastic toxic 
(exophthalmic) goiter: 

1. The cells of cervical sympathetic ganglia 
from patients over 40 years of age, and occasionally, 
though rarely, from those younger, may show 
hyperchromatization, hyperpigmentation, chroma- 
tolysis, and atrophy in minor degrees, commonly 
designated ‘‘cell senility,’ but due to arteriosclero- 
sis, chronic toxemia, overwork, or other factors 
which cannot be accurately determined. Of the 
16 cases studied, only 3 were over forty years of 
age. Of these, 2 showed lesions of the ganglion 
cells far beyond those seen in any of the controls. 
There was only one case in which the cell-lesions 











10 INTERNATIONAL ABSTRACT OF SURGERY 


were of such a character and degree as to have per- 
mitted their explanation by ‘‘senility.” In this 
patient, who was forty-four years of age, the only 
symptoms of hyperthyroidism were goiter, exoph- 
thalmos, Stellwag’s, sign and diarrhoea. However, 
the extreme sclerosis of the ganglion would not 
appear to be explicable by ‘‘senility”’ alone. 

2. Sympathetic ganglia removed more than four 
hours after death, except under the most favorable 
mortuary conditions, may show autolytic changes, 
which must be differentiated from pathologic lesions. 
The ganglia studied in this paper were all fixed 
within five minutes after removal from the living 
patient. Most of the control material from ne- 
cropsies was fixed within three hours after death. 

3. While van Gieson’s stain is valuable for gen- 
eral histologic details and Nissl’s stain for the study 
of early chromatin changes, the use of Ramon y 
Cajal’s and Levaditi’s stains is especially to be recom- 
mended for the study of details of late cell destruc- 
tion. The use of Sudan III in the differentiation of 
cell-pigment and of Weigert-Luden’s stain for mye- 
lin is also important. 

4. It would appear from the authors’ examina- 
tion by the methods detailed, that definite histologic 
changes do occur in the cervical sympathetic 
ganglia in hyperplastic toxic (exophthalmic) goiter. 

5. These histologic changes consist of various 
stages of degeneration: (1) hyperchromatization, 
(2) hyperpigmentation, (3) chromatolysis, and 
(4) atrophy, or (5) granular degeneration of the 
nerve-cells. All of these are but successive steps 
in degeneration, which, if uninterrupted, proceed 
to the complete destruction of the ganglion cells 
affected. Not all of the ganglion cells in any of the 
ganglia examined were so completely destroyed as 
to render improbable their return to normal under 
favorable conditions. There is some evidence that 
in ganglia from cases clinically improved some of 
the cells have partially or wholly recovered. 

6. Some of the ganglia contain cells resembling 
the partially differentiated cells in the ganglia of 
infants. 

7. Accompanying the more advanced changes in 
the ganglion cells are similar degenerative changes 
in the nerve-fibers, and an increase of connective 
tissue throughout the ganglion, but especially in 
the outer and middle coats of the vessels, and in the 
periganglionic tissue. 

8. So far as may be determined from the small 
number of observations herein recorded, in the 
early stages of hyperthyroidism, with advanced 
parenchymatous hypertrophy and hyperplasia of 
the thyroid, the total number of cells in the cervical 
sympathetic ganglia is not greatly reduced, but a 
very large proportion of the cells present show vary- 
ing though marked degeneration. The partial 
remission of clinical symptoms, accompanied by 
regression of the parenchymatous hypertrophy and 
hyperplasia in the thyroid, is associated with a much 
greater reduction in the total number of cells in the 
ganglia, but of the cells which remain relatively 


‘ herited cases. 


fewer show the varying stages of degeneration than 
do those in ganglia from patients in the early stages 
of hyperthyroidism. Thus, in general, the pathologic 
changes in the cervical sympathetic ganglia are 
parallel to the stage and intensity of the symptoms 
of hyperthyroidism, and to the hyperplastic and 
regressive changes in the thyroid. These state- 
ments, however, must be regarded as only tentative, 
and must await corroboration by carefully correlated 
clinical and pathologic studies of a much larger 
number of cases, the authors state. 

Whether the changes observed are the result of 
overstimulation and overwork of the ganglion cells, 
as Crile believes is true of the Purkinje cells of the 
cerebrum, or whether the changes are due to direct 
toxic action upon the cells themselves, the authors 
believe is as yet mere speculation. 

GeorGE E, BEILBy. 


. 
Aikins, W. H. B.: The Etiology and Treatment of 
Exophthalmic Goiter with Special Reference to 
the Use of Radium. Med. Press & Circ., 1916, cii, 


39%; 


Hyperthyroidism is not the only etiological factor 
in Graves’ disease. Nor is enlargement of the 
thyroid always associated with exophthalmos, and 
both symptoms may be absent in an otherwise 
typical case. The etiology is yet obscure, but two 
theories have been advanced: the glandular, and the 
neurogenic. Against the glandular theory militates 
the probability of the thymus, suprarenals, hypoph- 
ysis, and ovary, and possibly other internal secre- 
tory glands, being etiologically involved. ‘The facts 
at our disposal show that a predisposing factor is 
necessary which is to be looked for in the central 
nervous system. This explains the directly in- 
Exophthalmic goiter may follow 
typhoid, rheumatism, diphtheria, influenza, and be 
present in tuberculosis and chlorosis or, according 
to McCarrison, it may be due to some non-specific 
infection. 

As to treatment, there is a reasonable prospect of 
recovery in about seventy-five per cent of the medi- 
cal as well as the surgical cases. The word cure is 
used in the sense that the condition is relieved so 
as to no longer interfere with ordinary occupation. 

Passing in brief review the various medications 
“whose name is legion” and about which the most 
contradictory statements are current, the author 
deals more specifically with roentgen and radium 
treatment. 

Roentgen treatment has been extensively used 
both alone and in combination with surgery. Satis- 
factory results have been reported by several writers 
(Kienboeck, Nagelschmidt), and others go so far 
as to say that no operation for this condition should 
be undertaken without preliminary treatment by 
roentgen rays and that if this procedure were uni- 
versally adopted it would be likely to materially 
reduce the operative mortality of exophthalmic 
goiter. Belot states that even when struma is 
absent, the rays have a favorable influence on 
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excessive, deficient, or perverse function of the 
gland. 

Clinical experience shows that many cases do not 
respond satisfactorily to any of the methods men- 
tioned, and in these refractory cases the author has 
found the employment of radium to be of decided 
benefit. Abbe of New York first used radium suc- 
cessfully in exophthalmic goiter, and his favorable 
results have been confirmed by others. The ex- 
periments of Victor Horsley and Finzi show that 
the most constant changes after the application of 
radium affect the blood and lymph-vessels. ‘The 
author’s clinical experience shows that the more 
penetrating radium rays diminish the vascularity 
and reduce the secretion of the gland. Dawson 
Turner thinks that radium has two definite advan- 
tages over roentgen rays: the possibility of giving 
definite doses, and the possibility of administering 
it without noise or excitement while the patient 
remains inbed. The author reports seven cases, all 
of which were benefited by radium treatment. 

In conclusion, the author briefly deals with hydro- 
pathic measures and refers to the psychological 
aspect of the condition, which he considers of signifi- 
cance in relation to the treatment. He, therefore, 
thinks it highly advisable that physicians who have 
not had much experience with neurotic and neuras- 
thenic patients, and consequently do not understand 
them and have no sympathy with them, should 
refrain from undertaking the medical treatment of 
cases of this kind, in which the psychic element is such 
an important feature. 


Pfahler, G. E., and Zulick, J. D.: The Treatment 
of Exophthalmic Goiter (Basedow’s or Graves’ 
Disease), by Means of the Roentgen Rays. 
Penn. M. J., 1916, xix, 661. 


The authors briefly review the theories of the 
etiology of exophthalmic goiter, especial emphasis 
being directed to the work of Kendall and Wilson at 
the Mayo Clinic. The close relationship between 
exophthalmic goiter and hyperplasia of the thymus 
gland is shown by numerous quotations from the 
literature regarding favorable results obtained by 
exposing the thymus: to roentgen rays. Similar 
favorable results have been obtained by other ob- 
servers after exposing the ovaries to the rays. 

The theory of the beneficial action of the X-ray 
on the thyroid in exophthalmic goiter is that in this 
disease we have a hyperplasia of cells and acini, 
and the X-ray is known to have a selective de- 
structive action on highly specialized epithelial 
cells, especially those of the embryological type. 
There is a mass of evidence in the literature both for 
and against the use of the rays in exophthalmic 
goiter and by a purely statistical study it is impossible 
to arrive at a definite conclusion. The authors have 
given the subject very close study and from their 
own experience in twenty ‘cases have worked out a 
definite plan of treatment with the X-ray which they 
give in detail. Their work leads to the following 
conclusions: 


1. It is justifiable to give all cases of exophthal- 
mic goiter a trial treatment with an interval of one 
month to observe its effect. Nothing is lost if opera- 
tion is then decided upon, and many cases can thus 
be saved from operation. 

2. Treatment should be directed at both the 
thyroid and the thymus glands. An increase in 
weight and a decrease in pulse-rate are the first 
signs of improvement and are practically always 
found. Hypothyroidism will be produced by too 
prolonged treatment. The goiter and the exophthal- 
mos show little if any improvement.  E. Fiscuet. 


Judd, E. S., and Pemberton, J. D.: Results of 
Operations for Exophthalmic Goiter. Med. 
Press & Circ., 1916, cii, 125. 

The authors present a statistical study of cases 
operated upon at the Mayo clinic in 1909. Of the 
176 patients, 121 were traced. These 121 patients 
are divided into five groups: Group 1. Fifty-five 
patients, or 45 per cent cured. Group 2. Twenty- 
two patients, or 18.1 per cent, practically cured of 
their symptoms but still had traces of the disease. 
Group 3. Seven cases markedly improved but most 
of the time there was evidence of the old trouble 
—exophthalmos or nervousness. Group 4. Five 
patients with only slight improvement. Group 5. 
Eight patients with little or no benefit. In Groups 
3, 4, and 5 are several cases which had only one or 
two ligations and which might possibly be cured 
by a resection. 

The average length of time required to effect 
a cure was 17.9 months. The average length of 
time the “cured” patients had symptoms before 
coming to operation was 19.3 months. In the group 
receiving no benefit, the average time of symptoms 
was 22.2 months. In spite of the closeness of these 
figures, the authors believe that a greater percentage 
of cures would have been effected if the cases had 
been operated upon earlier. The eye symptoms 
(all the cases in this series had distinct exophthal- 
mos) were the first to improve following operation. 
Some patients with the subjective feeling of tension, 
stated that the eyes felt much better before any re- 
duction in the exophthalmos was noticeable. 

In regard to the functional results of the opera- 
tion, the low collar incision heals quickly and normal 
function of the head and neck returns in a few weeks. 
Disturbance of the voice was noted in some patients. 
It was apt to become marked the fourth or fifth 
day, but always disappeared. 

Of the 176 patients operated upon in 1909, 
21 died, 7 in the hospital. These patients were 
all operated upon at the maximum of the severity 
of the disease, because at that time the danger of 
operation at the height of a paroxysm was not so 
fully realized as it is at present. Fourteen patients 
have died since leaving the hospital. ‘They lived an 
average of 14.1 months. Eleven had dilated hearts, 
there was oedema in six and evidence of nephritis in 
four. These cases were of the extreme type with ir- 
reparable damage to vital organs. E. FIscHEeL, 
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Bull, P.: Extrapleural Thoracoplasty in Pulmonary 
Tuberculosis (Extrapleurale Thorakoplastik bei 
Lungentuberkulose). Tr. XI North. Surg. Cong., 
Goeteborg, 1916, July. 

The author has performed thoracoplasty in 11 
cases of pulmonary tuberculosis since May, 1914. 
Local anesthesia was employed; paravertebral in- 
cision; resection of the ribs from the eleventh or 
tenth to the third or second inclusive (once the first 
rib was included). Up to 183 square centimeters 
have been resected, but the author believes that 
such a large area is not necessary, 120 to 130 centi- 
meters being sufficient in most cases. Four pa- 
tients were cured — 2 cases were operated on more 
than 2 years ago, one a year ago, and one three 
months ago; 2 died a considerable time after the 
operation —— 9 and 3 months—from extension of the 
tuberculous process in the lung and from hemopty- 
sis; one is living two years after the operation but is 
gradually getting worse; one is living a year after the 
operation, is better than formerly but signs of the 
healthy lung becoming involved are present. 
Three died one to two weeks after the operation, 
2 of infection, one of an unknown cause, probably 
heart failure. ‘The author believes that the infection 
in the two fatal cases originated in the apex of the 
lung in spite of the fact that during the operation no 
foci or cavities were opened. 

In all tr cases an extensive lesion of one lung 
existed which had been treated expectantly for one 
and one-half to two years without success. The 
other lung in 3 cases showed no clinical symptoms of 
involvement. In the other cases minor changes 
were demonstrable in the other lung but were con- 
sidered stationary. 

CHRISTENSEN stated that he had performed the 
operation in 5 cases. In 3 of them the disease was 
confined to one lung. In one case after an apicol- 
ysis operation the disease spread to the lowest 
portion of that lung; after a thoracoplastic operation 
however the patient became free from fever; the 
cough ceased, and the bacilli disappeared from the 
sputum. The operation is performed with the 
patient in the sitting position to prevent an 
aspiration pneumonia. 

HoLMBOE as an internist urged that pneumothorax 
should first be tried; if not successful the operation 
may be advised, since it is not at all serious if the 
patient is in good condition. He has sent from his 
sanitarium 6 patients to have the operation perform- 
ed and in 4 of these the effect of the operation was 
remarkable. 

Key had operated upon 3 cases of which one is 
much improved. He always includes the first rib 
and prefers to operate in two stages. The pain is 
not severe if the operation is done conservatively; 
the intercostal nerves should be saved if possible. 


EurEN had previously reported 3 cases operated 
on and he also advised conservatism and that the 
operation be done in two stages. In one case all 
ribs were resected and the cough did not cease; 
resection of the clavicle was tried to obtain a col- 
lapse of the cavity, but only after a large plug of 
fat was applied did the sputum decrease to 15 ccm., 
after which the patient was again able to resume his 
occupation. L. A. JUHNKE. 


Hertzler, A. E.: Dermoids of the Mediastinum. 
Am. J. M.Sc., 1916, clii, 165. 

There are but 72 cases of mediastinal dermoids 
reported in the literature. The author’s case was 
that of a woman aged twenty-three years who had 
always enjoyed good health. In November, 1914, 
she had some difficulty in respiration and a sense of 
fullness in the neck. Shortly afterward a bulging 
was noticed above the breast bone. A number of 
surgeons made a diagnosis of mediastinal sarcoma 
and refused treatment. Examination of the bulg- 
ing in the suprasternal notch showed a tumor 
covered with skin and slightly reddened. ‘The tum- 
or was tender to the touch and presented a semi- 
fluctuating resistance. On percussion there was 
dullness extending on either side of the sternal bor- 
ders and downward as far as the angle. A diagnosis 
of mediastinal dermoid was made. ‘The operation 
consisted in a transverse incision over the upper 
border of the sternum, extending well beyond the 
insertion of the sternomastoid muscle, insertions of 
which were severed. The superior pole of the globu- 
lar mass was readily exposed. This was freely 
incised and a grayish-yellow greasy fluid escaped. 
After this was sponged out a mass the size of a wal- 
nut presented. This was covered with fine lanugo- 
like hair the color of a newly hatched gosling. 
The appearance of this mass established the diag- 
nosis. 

In reviewing the literature the author notes the 
fact that the majority of the cases have been ob- 
served in early adult life, the largest number being 
noted between the ages of twenty and thirty. The 
sex of the patients is about evenly divided. 

The premonitory symptoms are of two groups: 
those due to pressure and those due to irritation of 
the environment by the epidermoidal contents. 
The most frequent symptoms were due to encroach- 
ment upon the environment by the expanding tumor. 

The pressure symptoms are most frequently mani- 
fested by cough and dyspnea, less often as pain from 
pressure. This symptom was present in 28 cases. 
Cough when due to pressure is caused by irritation 
of the nerves. Cough of another type was caused 
by irritation of the bronchi when perforation was 
impending. When due to irritation the character 
of the cough is similar to that noted in pressure from 
aneurism. 
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Dyspnoea was noted in 23 cases. In 3 instances 
death occurred in dyspnoeic attacks. Dysphagia 
was present in 3 cases. The gradually increasing 
amount of the cyst contents probably undergoes 
some chemical change which inflames the sac and 
irritates the environment.’ In this they imitate 
the life history of wens. 

The typical location of the simple dermoid of the 
mediastinum is that of a sac occupying the space 
between the sternum, great vessels, pericardium, and 
soft tissues covering the episternal notch. 

In structure, the two types may be distinguished, 
those in which epidermoidal tissue alone is present 
(28 cases), and those in which tissues from two or 
more germ layers are in evidence (25 cases). 

The simple epidermoidal type usually consists of 
a simple cyst or, at most, a conglomeration of cysts 
the lining of which is covered with stratified epithel- 
ium, with hair follicles, and with sweat and sebaceous 
glands; but a few cysts have been noted in which all 
appendages have been absent. Some of the simpler 
cysts have compartments lined with columnar 
epithelium, with or without cilia. The contents 
of cysts is usually composed of cells, fatty material, 
and hair. The material when in a fresh state may 
be honey-like. 

In the more complicated teratoid type, in addition 
to the epidermoidal elements, cartilage and bone are 
frequently found. Less often teeth have been noted. 
Glands, supposedly from the gut tract and from the 
thyroid, have been recorded. Non-striated muscle- 
cells have also been observed. 

The origin of dermoid and teratoid tumors of the 
mediastinum is closely associated with the develop- 
ment of the thymus and thyroid glands. ‘The close 
relation between the ectodermal and entodermal 
elements in the neck has been pointed out by Minot. 
That mediastinal dermoids have their origin in the 
upper part of the sternum is evident from their 
topography. Even those tumors which exhibit 
their greater bulk in the lower thorax retain attach- 
ments high under the sternum. In some of the 
reported cases, bands have extended up as far as 
the thyroid, suggesting an even higher origin. 

The differential diagnosis must be made from 
aneurism, tuberculosis, empyema, malignant and 
benign tumors. C. G. Heyp. 


TRACHEA AND LUNGS 


Villeon, L. P., de la: Extraction of Intrapulmonary 
Projectiles with Forceps Under the Screen 
(L’extractions des projectiles intrapulmonaires a 
la pince sous-écran). Bull. ct mém. Soc. de chir. de 
Par., 1916, xlii, 1889. 

De la Villeon gives a detailed report of his method 
and the principal results of it. Fifty-eight cases 
have been operated with 58 successes; 31 of these 
were personal operations of the author in which he 
removed 32 projectiles situated from 2 to 12 cm. 
deep in the pulmonary parenchyma. The other 27 
cases were operated upon by his colleagues and in- 
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cluded the removal of 34 projectiles at various 
depths. 

There are two radiologic interventions: (1) forthe 
exact localization of the projectile; (2) during the 
operations to guide the movements of the forceps 
toward the projectile. The procedure, as pointed 
out by Faure, is undoubtedly to a great extent a 
blind operation and as such is more or less objection- 
able according to the strict rules of surgery; but its 
success depends on the degree of skill obtained by 
the operator in the technique of the method, which 
skill can be acquired by experience and practice. 

The method is, moreover, only applicable to the 
smaller and smooth class of projectiles. Larger 
projectiles or those situated in the hilum cannot be 
removed by forceps; removal in such cases is 
effected by thoracotomy. Even if in the course of 
an extraction by the author’s method an accident 
should occur a thoracotomy can always be immedi- 
ately performed. W. A. BRENNAN. 


Giroux, L.: Traumatic Pulmonary Tuberculosis 
(Tuberculose pulmonaire traumatique). Presse 
méd., 1916, p. 394. 

The author reports two cases of traumatic pul- 
monary tuberculosis in wounded soldiers. In the 
first case the patient received a bullet injury in the 
right thoracic region. Examined four months later 
by the author the man showed bilateral tuberculosis 
of the two apices which was confirmed by radioscopy. 
The patient before injury was a vigorous, healthy 
subject without personal or hereditary antecedents. 

The second case was similar but even more de- 
monstrable. This was a healthy man, who for 
many months had borne the hard life of the trenches 
without suffering. He received a voluminous shell 
injury in the left breast, causing abundant spitting 
of blood and functional disturbance. Within 
eight months all the symptoms of a localized tuber- 
culosis at the traumatized point were noted. 

W. A. BRENNAN. 


Lambert, S. E.: Suppurations of the Lung and 
Pleura with Their Surgical Indications. Norih- 
west Med., 1916, xv, 253. 

Since nearly all suppurations of the chest are 
secondary, the author believes that careful taking 
of the history is of the utmost importance. For- 
eign bodies, trauma, tumors, syphilis, influenza, 
pneumonia, pertussis, operative procedures of the 
nose, mouth, and throat, laparotomy, abscess of 
the liver, perirenal abscess, actinomycosis and always 
tuberculosis, must be considered. Unresolved 
pneumonia he is slow to accept as a satisfactory or 
even a working diagnosis. Thorough physical 
examination and a careful examination of the spu- 
tum should be made. Hzemoptysis is of little diag- 
nostic importance. 

Lambert believes that the roentgen ray exam- 
ination is very helpful and should be used with 
both screen and plate, in different positions, with 
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or without bismuth injections. Of no less value is 
bronchoscopy. 

The use of local anesthesia is increasing. Chloro- 
form, he believes, should never be used if ether, 
nitrous oxide, or local anaesthesia are available. 
Ether, by the open method, he believes to be safe 
and sufficient, but he claims some distinct advan- 
tages for gas oxygen anesthesia. 

The position of the patient on the table is most 
important; preferably, he should be lying on the 
abdomen or on the diseased side, never on the sound 
side. The ventral position is the safest. In the 
event of collapse as a result of pneumothorax while 
operating, the lung should be grasped or the lung 
tissue sewed to the surrounding wall margin. 

Obstinate, putrid bronchitis has been successfully 
treated by artificial pneumothorax, as has also para- 
lytic relaxation of the diaphragm by division of the 
phrenic nerve. Bronchiectasis, Lambert believes, 
is either operable or incurable. The mortality is 
high, about 50 per cent. The best results are 
probably obtained from preliminary artificial pneu- 
mothorax, or by ligation of the branch of the pul- 
monary artery, and, finally, excision of the involved 
diseased lobe. 

Empyema, he believes, may be treated by simple 
thoracentesis under the following conditions: (1) if 
not frankly purulent; (2) if pneumococcal organ- 
isms cannot be grown on culture ‘media; (3) if 
due to tuberculosis, not secondarily infected; (4) if 
not due to streptococci. Empyema is often more 
successful with children than with adults. Mur- 
phy’s method of formalin and glycerine injections 
has not met with general acceptance. He believes, 
of those operated upon, 50 per cent make a smooth 
recovery, 25 per cent require two or more operations, 
and many of these never recover completely, while 
25 per cent die during the first few weeks. 

He would make the incision where the aspirating 
needle has demonstrated pus. However, intercos- 
tal drainage or rib excision is better; preferably the 
ninth or tenth rib, between the posterior axillary 
line and the tip of the scapula, should be excised. 

Lilienthal’s method, Lambert believes, is 
worthy of consideration, although it has been too 
little used to justify its acceptance as a marked ad- 
vance in the treatment of these cases. He believes 
in the use of a half-inch rubber tube for drainage, 
but specifies that the length must be sufficient to 
reach well into the cavity and should remain until 
the lungs have expanded and obliterated the cavity. 
The wearing of the tube rather too long does no 
harm. 

In the use of suction to aid the expansion of the 
lungs, the rubber valve of Cabot is successful. In 
the after care, the dressing should be changed infre- 
quently, the best of hygienic surroundings provided, 
and pulmonary exercises used, such as blowing 
bottles or a horn. 

In the chronic cases, as a preliminary, it is wise 
to drain the lowermost point of the cavity, and, 
after six weeks, to perform one of the radical opera- 


tions. Lambert does not believe in the use of vaccine 
treatment. 

Recovery is dependent upon three factors: (1) 
adequate drainage; (2) abolition of cavity by render- 
ing possible the contact of lungs and chest wall; 
(3) good hygiene. 

The types of operation are: (1) lung expanding 
decortication of Fowler, Delorme, and Ransohoff; 
(2) parietal collapsing of Oestlander, Schede, and 
Wilms; (3) muscle filling as advocated by Robinson; 
and (4) extrapleural fat implantation of Tuffier. 

Kocher’s precedure seems the most logical; the 
value of Beck’s bismuth paste, in the author’s opinion, 
is limited. Acute abscess of the lungs is particularly 
amenable to surgery; chronic abscess is always slow 
on account of the area of indurate pneumonia which 
surrounds the’ cavity after a few weeks. The 
difficulty of diagnosing usually permits the most 
favorable time for operating to pass. ‘The technique 
of operating is simple, but the location of the abscess 
cavities may be most difficult. 

In conclusion, Lambert emphasizes the following 
points: 

1. X-ray and bronchoscopy are most desirable 
aids in chest surgery. 

2. Do not operate with the patient lying on the 
sound side. 

3. Do not aspirate lung abscesses through the un- 
opened chest wall. 

4. Except for emergency drainage, make the 
incision sufficiently large to explore with the hand. 

5. When using the rib spreader, guard against 
lacerating the diaphragm. 

6. Traction on the lung lessens collapse from sud- 
denly produced pneumothorax. 

7. Do not attempt too much at a time. - Shock 
is at its worst about two hours after the opera- 
tion. 

8. Be prepared to change the diagnosis after the 
chest is opened. 

9. Do not irrigate or inject cavities that connect 
with the bronchus, or remove drainage too early. 

to. Resourcefulness and imagination are valuable 
assets in thoracic diagnosis and operation. 

Emit C. RositsHEK. 


Navarro, I. C., and Garrahan, I. P.: Sarcoma of the 
Lung in the Infant (Sarcoma de pulmon en el 
nino). Prensa méd., Argent., 1916, iii, 78. 

Primary sarcoma of the lung in childhood is 
extremely rare. According to Zuber, Sabbatini, 
and other authors, there are less than a dozen cases 
in the literature. The authors state that there are 
some Argentine cases which do not figure in the 
statistics published. 

Metastatic sarcomata of the lung are more fre- 
quent than primary. Mueller in 1891 in a total of 
623 cases of malignant tumors found 12.2 per cent 
of pulmonary metastases in carcinomata and 39.9 
per cent in sarcomata, which shows that pulmonary 
metastases occur more frequently with sarcoma, 
whereas metastases of all other regions are much 
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more frequently observed in carcinoma than in 
sarcoma. 

The authors report the details and histologic 
findings of a case in a child of 13 years, in which 
although the symptomatology approximated more 
to the primary type of pulmonary sarcoma yet 
autopsy showed it to be a case of pulmonary meta- 
static sarcoma primitive in the tibia. 

W. A. BRENNAN. 


Landois, F.: Primary Lung Suture at the Front 
(Die primaere Lungennaht im Felde). Beitr. 2. 
klin. Chir., 1916, c, 111. 


The author discusses the immediate operative 
treatment in the field hospital of chest or lung 
wounds which are complicated with open pneumo- 
thorax. He operated upon 9 such cases: 2 with 
open pneumothorax without clinical evidences of 
lung injury (both died); 5 cases of open pneumo- 
thorax with lung tearing (2 deaths); 2 cases of 
open pneumothorax with injury of the abdominal 
viscere (1 death). The clinical details of these 
9 cases are given. 

From the observation of 
draws these conclusions: 

In the case of gunshot lung injuries with open 
pneumothorax at the front, closure of the injury 
by suture is to be effected immediately. 

2. Closure of an open pneumothorax is best 
effected under high-pressure narcosis, suturing the 
projecting lung with circular sutures into the 
thoracic cavity. The Auer-Meltzer high pressure 
apparatus as modified by Burckhardt is used. 
This procedure prevents collapse of the lung should 
infection of the pleural cavity set in causing a total 
empyema. At the same time any existing rents in 
the lung should be sutured with fine silk. 

3. In the event of combined injuries of the chest 
and pleural cavity, the best method is transdia- 
phragmatic laparotomy. In cases where the liver has 
been injured this is the established method. 

4. In most cases of open pneumothorax in war, 
a secondary empyema occurs. This is treated by 
typical rib resection. W. A. BRENNAN. 


these cases Landois 


HEART AND VASCULAR SYSTEM 


Domenici, L.: Separate and Simultaneous Ligature 
of the Coronary Arteries and Veins of the Heart 
(Legatura separata e simultanea delle arterie e 
delle vene coronarie del cuore). Policlin., Roma, 
1916, xxiii, sez. chir., 155. 

Domenici’s experimental researches were made on 
dogs. Anatomically he finds that there is a similar- 
ity in the disposition of the coronary vessels in dogs 
and man. The first parts of the two coronary 
arteries are not accompanied by veins; the ventral 
artery is easily reached, but not so with the dorsal. 
If it is desired to make a compensatory venous liga- 
ture after ligating a coronary artery in its first part, 
it is necessary to ligate the great coronary veins in 
the left auriculoventricular sulcus. The auriculo- 


ventricular branch on the left side is isolated at its 
first part, and it can be easily ligated there so that a 
compensatory ligature of the great coronary vein 
must be made at this point. 

In Domenici’s series of more than 50 experiments 
he has ligated the coronary vessels in dogs, either 
isolating the principal trunks and the collateral 
branches of the two coronary arteries and the great 
coronary vein, or contemporaneously ligating the 
arteries with the corresponding veins. From these 
experiments his deductions are: 

1. Ligature of the superficial ventricular, collat- 
eral branches of the left coronary is innocuous, caus- 
ing at most, and only in some cases, foci of fatty 
infiltration. 

2. Ligature of the left circumflex is more danger- 
ous as it causes alterations of the myocardium more 
frequently. 

3. Ligature of the descending intraventricular 
part of the left coronary is still more dangerous 
because it almost always produces immediate ar- 
rest of the heart action. 

4. Ligature of the left coronary at its origin al- 
ways causes stoppage of the heart. 

5. Ligature of the right coronary produces less 
grave and more variable results because in dogs this 
is always less developed than the left coronary. 

6. Ligature of the great coronary vein is innoc- 
uous. 

7. By contemporaneous ligature of the vein to 
the arterial vessel (compensatory ligature) the grav- 
ity of the effects produced by the ligation of the 
artery alone is decreased. 

The author thinks that these results depend upon 
the anastomosis between the branches of the coro- 
naries, which although diversely developed yet al- 
ways exist both between the coronaries and the 
vasa vasorum of the aorta and of the pulmonary 
artery and pericardial vessels, the existence of which 
is confirmed by the survival for three hours after 
the ligature of both the coronaries. 

The author further believes that immediate stop- 
page of the heart after occlusion of the artery alone 
at its origin or along its intraventricular part is due 
to the disturbances which are produced in the nu- 
trition of the muscular fibers and of the intrinsic 
ganglionic system, as well as to the mechanical ob- 
stacle which the strong stasis produced by the liga- 
ture must offer to the myocardial function. Com- 
pensating ligature by diminishing such venous stasis, 
according to the ideas of the author, makes nutrition 
and the myocardial function possible until a collat- 
eral circulation is established and thus lessens the 
gravity of arterial ligature. 

The author has collected from the literature 18 
cases of various wounds of the coronary vessels of 
the heart in man. From an examination of these, 
and from anatomical considerations, he believes 
that the results obtained from the experiments on 
dogs and the considerations relative to them might 
with great profit be extended to man. 

W. A. BRENNAN. 
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Skirving, R. S.: Shrapnel Wound of Posterior Wall 
of Pericardium. Brit. J. Surg., 1916, iv, 96. 


The author reports a case in which a piece of 
shrapnel had lodged in the posterior wall of the peri- 
cardium at its base, coming under his care about 
four months after the injury, the foreign body having 
entered the thorax at the posterior axillary line. 
At this time the patient suffered from shortness of 
breath on exertion, rapid pulse, and a deep-seated 
pain in the chest. 

The X-ray showed a foreign body situated appar- 
ently at the upper reflex of the pericardium, to the 
left of the middle line, posteriorly. 

The pericardium was exposed through an anterior 
incision without injury to the pleura, and was 
opened throughout its extent from above downward. 
The object was found and about two-thirds of the 
mass seemed to lie without the pericardium; it was 
cautiously freed from its bed and removed without 
serious haemorrhage. 

The patient made an uneventful recovery; by the 
tenth day the pulse had fallen to eighty beats per 
minute, and he was perfectly comfortable. 

D. L. Desparp. 


PHARYNX AND CSOPHAGUS 


Schaldenose, V.: Operated Case of Idiopathic 
Dilatation of the (sophagus (Operierter Fall 
von idiopathischen Oesophagusdilatation). Tr. XI 
North. Surg. Cong., Goeteborg, 1916, July. 

A man 46 years old complained of a gradually 
pressing pain and vomiting. He could not lie 
down without being seized with severe coughing 
fits, and he lost weight. Heller’s operation was 
performed, mobilization of the left curvature, 
splitting of the peritoneum over the lowest portion 
of the ccesophagus. ‘The oesophagus was then liber- 
ated with the finger through the hiatus for a dis- 
tance of 5 cm.; the musculature was divided down 
to the submucosa one cm. above the cardia, and the 
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peritoneum was closed. The patient is well, and 
has gained 20 pounds in three months. 

HANSEN stated that he had performed a gastrot- 
omy in a case of dilatation of the cardia with cure. 
Shortly after the operation it was shown on the X-ray 
plate that gruel adhered to the walls of the cesopha- 
gus. Thisdisappeared later showing that an anatom- 
ical improvement had taken place. Another pa- 
tient was admitted with a perforated duodenal ulcer 
which was sutured. A month later a gastro-enter- 
ostomy had to be performed for pain and vomiting. 
Later vomiting again developed but of a new origin 
with symptoms of cardiospasm. It is probable that 
this was due to the fact that the patient secretly 
smoked while in the hospital and swallowed the 
smoke. Improvement followed bougie treatment. 

BACKER-GROENDAHL reported the case of a 32- 
year-old woman, who since her sixteenth year had 
suffered from an increasing grade of vomiting. At 
20 she had symptoms of gastric ulcer, at 24 hema- 
temesis. ‘The examination showed ptosis and severe 
retention in the large ventricle as well as cardio- 
spasm. Gastro-enterostomy and gastropexy were 
performed. Some immediate improvement fol- 
lowed; later, however, she was troubled with violent 
vomiting for five years with a loss of 23 kg. in body 
weight. After irrigation of the cesophagus and 
mobilization of the left curvature a plastic Finney 
operation was performed on the cardia. The pa- 
tient was at first fed through a jejustenotomy 
opening. The X-ray now shows a good uninter- 
rupted passage. 

BORCHGREVINK performed Roepke’s operation 
in one case after mobilization of the left curvature. 
It was impossible to loosen the oesophagus from the 
pericardium. It was opened and then sutured. 
The operation was completed, but while the cardia 
was being tested for patency with a sound a perfora- 
tion of the oesophagus occurred. The ventricle was 
sutured to the diaphragm. Death occurred on the 
fifth day from infection. L. A. JUHNKE. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Ligat, D.: Hyperalgesia in Abdominal Disease; 
Preliminary Notes on the Diagnostic Value of 
Maximal Points of Hyperalgesia of the Skin and 
Subcutaneous Tissue of the Abdominal Wall in 
Affections of the Abdominal Viscera. Prac- 
titioner, Lond., 1916, xcvii, 106. 

Ligat records his observations on the diagnostic 
value of maximal points of hyperesthesia of the skin 
and subcutaneous tissues of the abdominal wall in 
affections of the abdominal viscera. 

He feels that all the pain that a patient complains 
of, and the tenderness that an observer can elicit 
would seem to be due to a true viscerosensory re- 
flex, and not in any way to pain or tenderness felt 
in the organ itself. In his investigation he followed 


the general lines laid down by Sir James Mackenzie 
in his ‘Symptoms and Their Interpretation,” with 
the result that his observation strikingly confirmed 
the latter. 

He first tried various methods of eliciting reflex 
responses, but finally adopted that of grasping the 
skin and subcutaneous tissues firmly between the 
finger and thumb and drawing them away from the 
deeper layers of the abdominal wall. If an hyper- 
algesic area be present the patient winces, and one 
can tell by the facial expression, when such an 
area is being stimulated. 

The amount of pain varies, usually when there is 
abundant evidence of acute inflammation, the pain 
produced by pulling is acute. In a considerable 
number of cases the patient has hardly admitted 
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that the pinch has caused actual pain, the sensation 
produced being evidently difficult to define, but 
described as “curious,” “unpleasant,” ‘different 
from other places,” etc. 

Ligat’s observations lead him to locate the hy- 
peralgesic areas as follows: 

1. That for the gall-bladder is situated where a 
horizontal line drawn from the tip of the tenth rib 
crosses a vertical line drawn midway between the 
nipple line and the middle line of the abdomen. 

2. The maximum appendix point is situated at the 
junction of the upper and middle thirds of a line 
drawn from the umbilicus to the right anterior 
superior spine. The fallopian tube point of hy- 
peresthesia is at the junction of the lowest and 
adjacent fourths of a line drawn from the middle of 
Poupart’s ligament to the umbilicus. In gastric 
or duodenal ulcer he locates the maximum point 
exactly midway between the ensiform process and 
the umbilicus. 

3. That of the small intestine, excluding the first 
part of the duodenum, is situated in the midline of 
the abdomen, not higher than a point at the junction 
of the lower and middle thirds of a line drawn from 
the ensiform to the umbilicus, or lower than a point 
at the junction of the upper and middle third of a 
line drawn from the umbilicus to the symphysis. 

In regard to the large gut the maximum point is 
located centrally in the lower half of a line from the 
umbilicus to the symphysis. D. L. Desparp. 


Ceballos, A., and Segura, G.: Acute Tuberculous 
Peritonitis, Peritoneal Granulia_ (Pcritonitis 
tuberculosas agudas, Granulias peritoneales). Rev. 
Assoc. méd., Argent., 1916, xxv, 50. 


The case reported by the authors was that of a 
young girl, 16 years old, who after a severe attack 
of epigastric pain followed by bilious vomiting was 
removed to the hospital in a grave condition. 

The symptoms indicated peritonitis. A para- 
umbilical laparotomy was done, the stomach and 
duodenum being explored, but nothing of impor- 
tance was found. The small intestine showed red 
coloration and there was some clear serous fluid in 
the peritoneal cavity. On the loops and mesentery 
there was a large display of whitish granules, es- 
pecially abundant in the cecum and in the appendix 
which was free. The parietal and visceral parts of 
the peritoneum showed the same conditions, the 
granulations displaying preference for the vicinity 
of the mesenteric vessels. ‘There were no adherences. 

An appendicectomy was done and the abdomen 
closed without drainage. Recovery resulted in 
twelve days. The result of inoculations made with 
preparations from the meso-appendix proved that 
there was a tubercular bacillary process. 

The authors are of the opinion that the perito- 
nitis was due to the lesions found and that ameliora- 
tion was afforded by the opening of the abdomen. 
Peritoneal granulia has always been considered as 
an incident of chronic generalized granulia and out- 
side the reach of surgical intervention. Medical 


literature offers some cases which resemble this case 
somewhat, but the authors have not been able to 
find a case exactly analogous in symptomatology 
to this. W. A. BRENNAN. 


Cimoroni, A.: Modern Treatment of Acute Peri- 
tonitis. Jnternat. J. Surg., 1916, xxix, 243. 


The modern treatment of acute peritonitis is based 
on certain definite and practical criteria. The 
greatest absorbing power of the peritoneum is 
possessed by the tendinous center of the diaphrag- 
matic portion, and the least by the mesenteries and 
broad ligaments. The mechanism of the currents 
which carry particles from every direction toward 
the diaphragm chiefly depends upon movements 
of that organ, insoluble substances passing into the 
lymphatic tissues of the tendinous diaphragm, while 
soluble substances follow the blood stream and are 
absorbed more rapidly and from all peritoneal sur- 
faces. Absorption is hindered by abundance of 
fluid in the organism, by venous hyperemia, and 
by cold; it is facilitated by loss of water or blood, by 
arterial hyperemia, by heat, and by high blood- 
pressure, abdominal massage, exercise, etc. Bac- 
teria, like other insoluble bodies, follow the lym- 
phatic route of absorption. 

Diffusion of peritoneal sepsis is opposed by me- 
chanical and biological factors. Masses of fibrin, 
leucocytes, endothelial cells, detritus, lymphatic 
thrombi, etc., block the peritoneal fissures and con- 
stitute a first line of defense, beyond which there is 
another line represented by lymph-glands. Ex- 
amination of peritoneal exudate has shown an in- 
creased number of macro- and microphages, in- 
creased bactericidal and antitoxic action, and 
proteolytic properties. 

These findings suggest the following steps: 
timely intervention, rapid removal of the cause, 
drainage in the most dependent part of the ab- 
domen, no manipulation and no lavage, Fowler’s 
position, and proctoclysis. 

Early laparotomy is of the greatest importance in 
facilitating precision of technique, while incision 
over the point of the causative lesion obviates ma- 
nipulation. In peritonitis originating in the viscera 
of the lower half of the abdominal cavity, Mc- 
Burney’s incision is suggested; in that produced by 
lesions in the upper half the incision of election is 
across the right rectus, thus permitting examination 
of the stomach, pylorus, duodenum, and _ gall- 
bladder. 

While many believe that drainage is injurious, 
if done carefully it may accomplish its purpose with- 
out injury, facilitating the removal of purulent 
exudate collected in the most dependent parts near 
the point of origin of the peritonitis. 

Many authors consider the action of drainage in- 
effective, and therefore they close the peritoneum 
completely. Granting that tamponage and drain- 
age have only a transitory beneficial effect, yet dur- 
ing this time a large part of the fluid which would 
otherwise remain in the abdomen can be voided, and 
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the author believes that drainage should always be 
used. 

In inflammatory conditions of recent date where 
the exudate is principally collected in the vicinity 
of the involved viscera complete closure of the 
peritoneum is indicated. E. K. ARMSTRONG. 


Polak, J. O.: Transperitoneal Coeliohysterectomy. 
Am. J. Obst., N. Y., 1916, Ixxiv, 72. 

The author claims for extraperitoneal cocliohys- 
terectomy the following advantages over the 
classical operation of Sanger: 

1. The general peritoneal cavity is not contam- 
inated by any leakage of liquor amnii, as the route of 
delivery precludes soiling owing to the suture of the 
peritoneum of the uterus to the parietal layer. 
Women who are long in labor with membranes rup- 
tured have numberless bacteria in their uteri, many 
of them pathogenic. 

2. Subsequent deliveries may be done through 
the same scar without entering the general peritoneal 
cavity, or the delivery may be spontaneous without 
danger of uterine rupture, as the scar is in the dilat- 
ing segment and not in the contractile part of the 
uterus. 

3. Omental and intestinal adhesions are less 
frequent. 

4. The shock and post-operative gas complica- 
tions are decidedly minimized. 

5. Should infection occur, the lesions found are 
parametric or are extraperitoneal exudates which 
are competent to protect the organ against the 
organism. 

The author believes that the extraperitoneal section 
will replace the classical operation in all cases in 
which a test of labor has been given. Its more 
general employment should reduce the mortality 
in all classes, and give both mother and child a 
better chance. C. H. Davis. 


Wood, H. G.: Eventration of the Diaphragm and 
Dextrocardia. Surg.,Gynec. & Obst., 1916, xxiii, 344. 
Wood reports a case in a girl aged 18, which ap- 
parently developed following an injury received 11 
years previous.. 

He calls attention to the rarity of reported cases 
of true eventration as compared to those of dia- 
phragmatic hernia, and suggests the probability that 
more cases of eventration are being overlooked 
than in the latter condition, because of lack of 
symptoms, and also because of the fact that hernia 
is associated with severe trauma and severe physi- 
cal disability which often ends in death, and the 
condition is found postmortem. 

Eventration, he says, usually depends upon 
congenital defects in the left half of the diaphragm, 
or the left lung, or both; but a small percentage of 
cases are the result of trauma, or follow acute in- 
fection, as a result of degeneration of the muscle- 
fibers of the diaphragm or injury to the phrenic 
nerve. 

There are no definite symptoms, and the physical 


findings are often identical with those of hernia, a 
differential diagnosis being possible only by careful 
radioscopic examination. 

The finding of detrocardia should always call for 
a careful examination, to exclude the possibility of 
eventration. 

Wood suggests the possibility of surgical treat-_ 
ment of these cases by plication of the diaphragm. 


Brindeau, A.: Uterus and Tubes Contained in an 
Inguinal Hernia in a Male. (Utérus et trompes 
conténus dans une hernie inguinale chez un homme). 
Arch. mens. d’obst. et de gynéc., 1916, v, 150. 


The patient in Brindeau’s case was a man of 35, 
married and the father of two children. He had 
had no prior trouble save a right scrotal hernia 
dating from his infancy. It never troubled him 
much and did not call for operation. His attri- 
butes were strongly masculine and there was noth- 
ing abnormal in the genital organs. The scrotum 
was voluminous and asymetric, the right side being 
much larger than the left. On palpation a pyriform 
mass was felt which mounted up to the inguinal 
canal, ‘The tumor was non-reducible. 

The case was diagnosed as epiplocele adherent 
to the sac. On opening the tumor an elongated 
mass was disclosed showing a flattened cord at its 
surface which at first suggested a cecal hernia; 
closer examination showed it to be a uterus with the 
fundus below and the neck above, and of normal 
volume. A tube of normal length depended from 
its right extremity. Beneath the tube a slightly 
hypertrophied but otherwise normal testicle was 
found and covered with its epididymis. Another 
tube was embedded in the left cornua of the uterus. 
There were displaced within the voluminous hernial 
ring a uterus developed equally to that of an 
adult woman with large but slightly asymetric 
fundus; two tubes; two testicles, one somewhat 
larger and the other smaller than normal; two 
epididymes; two deferent canals; and two round 
ligaments. 

Brindeau decided not to remove the uterus but 
to resect the small testicle which was of little use 
and likely to cause painful accidents. He used 
the uterine body in closing the inguinal canal, fix- 
ing it by sutures around the ring. 

The author has found 18 similar cases in the 
literature and he gives short notes with citations of 
these. He thinks that such cases occur almost al- 
ways in subjects of masculine attributes, but oc- 
casionally they are pseudofeminine. Only a minor- 
ity have had children. In one-fourth of the cases 
the uterus was double. The testicles are rarely 
normal; generally they are atrophied and sometimes 
degenerated. In some cases the uterus has been 
completed by a vagina opening into the urethra, 
which explains the issue of blood by this canal ob- 
served in some patients after operation. 

Hysterectomy is generally indicated but in cer- 
tain cases fixation of the uterus in the inguinal canal 
will suffice. W. A. BRENNAN. 











GENERAL SURGERY — SURGERY OF THE ABDOMEN 19 


Davis, L.: Complications and Sequelz of the 
Operation for Inguinal Hernia; an Analysis 
of One Thousand and Five Hundred Cases at 
the Massachusetts General Hospital. J. Am. 
M. Ass., 1916, Ixvii, 480. 


Coley reports 3,100 cases of inguinal hernia with 
less than one per cent recurrence and among 3,383 
cases of hernia of all kinds there was a mortality of 
0.17 per cent. The author’s analysis is based upon 
1,500 consecutive cases of inguinal hernia operated 
upon at the Massachusetts General Hospital from 
October, 1908, to December, 1914. Definitely 
strangulated hernias were not included but cases 
of incarceration without acute symptoms were 
counted. These operations were performed by no 
less than seventy-five individual operators. There 
were 1,388 males and 112 females. In 1,244 cases 
the hernia affected one side only; in 256 it was 
double. In 88 cases the hernia was direct and in 
the others indirect. In 69 cases the hernia was 
complicated by undescended testicle. ‘There were 
9 cases in which the bladder was contained in the sac. 
The appendix was found in the sac in 8 cases and 
was removed in the course of the operations in 46 
cases. There were 7 cases of sliding hernia. Hydro- 
cele was present in 40 cases. In 50 cases there had 
been a previous operation for hernia, with recur- 
rence. In the male cases the Bassini technique was 
employed 834 times, Ferguson 764, and Halstead 15. 
In 16 cases in which the hernia was complicated by 
ectopic testicle, orchidectomy was performed. In 
50 cases the undescended testicle was brought down 
into the scrotum; in one case it was dropped back 
into the peritoneal cavity. In 9 cases orchidectomy 
was done in the course of the operation on account 
of tuberculosis, gumma, or other lesions of the 
testicle. 

Spinal anesthesia was used in 89 cases. Local 
anesthesia was used alone in 75 cases. ‘There was 
one case of rectal anesthesia. The bladder was 
injured in 2 cases, with immediate suture without 
ill effect. The vas deferens was reported as cut 7 
times. ‘There were 8 deaths in the series, a mortal- 
ity of 0.53 per cent. 

The author reports an unusual case with death, a 
man of 63 with diabetes mellitus, having a scrotal 
hernia and symptoms of severe cystitis. Under 
spinal anesthesia a suprapubic cystotomy was done; 
it was then found that there was a hernia of the 
bladder through the inguinal canal. As the bladder 
could not be withdrawn through the hernial open- 
ing, the inguinal canal was opened and a stone was 
found in the portion of the bladder lying in the 
hernial sac. The stone was removed, the inguinal 
canal repaired, and the bladder closed about a 
suprapubic drain. The patient died of sepsis. 
Non-fatal post-operative complications of more or 
less severity developed in 438 cases, or 28 per cent; 
some of these were trivial. In many cases the com- 
plications were multiple. 

In 158 cases the wounds failed to heal by first 
intention. In 93 cases the sepsis was trivial, con- 


sisting either of a stitch abscess or more often a col- 
lection of serum which required draining. In many 
of the latter cases probably no infection was present; 
cultures were not made. In 65 cases there was frank 
pus in the wound, under 4 per cent of the total 
number of wounds. Of the 75 cases in which opera- 
tion was performed with local anesthesia, sepsis 
developed in the wounds in 13 cases, or 17 per cent. 
Of the 89 cases in which operation was performed 
with spinal anesthesia there were 9 septic wounds, 
or 1o percent. Hzmatoma developed in 112 cases. 
Complications in the respiratory tract occurred in 
138 cases, 9.2 per cent. Data subsequent to dis- 
charge were obtained in over 50 per cent of the 
cases. During the year 11 patients died of inter- 
current disease; 577 were reported unequivocally 
well or cured, representing 76 per cent whose sub- 
sequent history was known. 

The commonest complaint was of pain in the 
wound, especially when working or lifting. Two 
complained of persistent numbness in the inguinal 
region. Of the others in the relieved class, 17 
patients had no actual recurrence of hernia but a 
bulge in the region of the scar; 8 had marked 
varicocele; 5 were cured of the hernia for which 
they were operated on, but subsequently developed 
hernia elsewhere; 3 had atrophy of the testicle; 2 
had keloid in the scar; 1 had a persistent sinus; 1 
developed adenocarcinoma of the sigmoid; and 1 
was cured of hernia but had incontinence of urine. 
There were 6 cases of miscellaneous and unclassi- 
fiable complaints. 

Fifty-nine patients had definite recurrence within 
the year; 5 of these had double recurrences; 2 are 
known to have recurred after the lapse of a year, 
making a total of 69 recurrences, or 3.7 per cent of 
the total number of operations performed, and 8 
per cent of the number of cases traced. ‘There were 
6 cases in which there was questionable recurrence. 
In 2 of these, relapse was claimed by the patient but 
could not be found by the examiner. If these 6 
cases are counted as recurrences, the percentage is 
raised to 9 per cent of the cases traced. Of these 
recurrences, 26, or 3.1 per cent, followed the Bassini 
operations, and 34, or 4.4 per cent, the Ferguson. 
In 112 cases in females there were only 2 recurrences. 
Of the 88 direct hernias there were recurrences noted 
in 7, or 7.9 per cent, or 15 per cent ot the direct hernia 
cases traced. 

The author concludes that postoperative cough, 
haematoma, and sepsis are important factors in the 
incidence of recurrence, but the latter complication 
seems to play a lesser réle than is generally assigned 
to it. A strikingly large number of patients ana- 
tomically cured complain of pain, probably due to 
nerve traumatism. C. G. Heyp. 


Lathrop, W.: Lipectomy and Umbilical Hernia. 
J. Am. M. Ass., 1916, Ixvii, 487. 


Umbilical hernia is about twelve times more com- 
mon in women than in men. In doing a lipectomy 
the abdomen is seized above and below and a large 
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amount of tissue can be raised between the hands, 
which when brought together will give an idea of 
how much should be removed. The incision is 
elliptical, beginning well over on the side and ex- 
tending to the corresponding point opposite, while 
its center below is a few inches above the pubis, and 
the upper above the umbilicus. It should extend to 
the fascia, and then the whole amount of tissue in the 
area should be removed. ‘The closure is easy and 
should be done with deep catgut sutures, reinforced 
with slikworm gut. The after-treatment, if hernia 
has been repaired, is rest in bed for from eighteen to 
twenty-five days; a semisitting posture is usually 
best. If alipectomy alone is done, then a recumbent 
position for eight or ten days, followed by the 
use of a back-rest for a few days, is all that is 
necessary. 

There is a class of cases in which a small lipectomy 
is most helpful, in operating on stout patients in 
whom the thick wall of fat increases the distance 
from the surface to the parts to be reached, com- 
pelling the operator to work in a deep space with a 
wall of fat on each side. Accurate suturing is 
very difficult in some of these cases by reason of 
this condition, and Kelly has made a valuable sug- 
gestion by which the difficulties are overcome in a 
large measure by an oval incision of skin and fat 
down to the internal abdominal wall, removing the 
section either transversely or in a vertical direction, 
corresponding to, or at right angles with, the deeper 
incision. This removes the thickness of wall down 
to the fascia, and from there into the abdominal 
cavity the depth is not great and the opening 
and closing is made comparatively easy, while final 
closure of the skin is not difficult. This also re- 
duces the fat somewhat, though of course much less 
than in a regular planned excision or lipectomy. 

C. G. Heyp. 
GASTRO-INTESTINAL TRACT 
Ginsburg, H., Tumpowsky, I., and Hamburger, 
W. W.: The Newer Interpretation of the Gas- 
tric Pain in Chronic Ulcer. J. Am. M. Ass., 
1916, Ixvii, 990. 

The precise nature of the characteristic pain of 
peptic ulcer is a matter of considerable dispute, 
and the authors endeavor to throw some new 
light on the subject. 

Although several investigators (Herty, Carlson, 
Lennander) have claimed that the normal gastric 
mucosa can not give rise to painful sensations and 
that the viscera are not supplied with pain nerves, 
latter evidence (Kast and Meltzer) tends to show 
that painful sensations do arise from the viscera 
although in diminished quantities, and that the 
stomach has pain nerves. 

In normal stomachs injection of weak acids causes 
no pain (Lowenthal, Hertz, Cook, Schmidt). In 
ulcer cases, the most varied results are reported, 
some reporting pain from 0.3 per cent hydrochloric 
acid and others no pain from 5 per cent hydro- 
chloric acid in cases where ulcers were found at 


operation. Therefore it is safe to conclude that 
acidity alone can not cause pain. 

The latest theory of the cause of pain is sudden 
increase in intragastric tension (Hertz) probably due 
to exaggerated peristalsis in the hypertonic organ. 
Moynihan believes this is brought on by chemical 
factors. Edelman and Ducchesi have found that 
hydrochloric acid stimulates peristalsis. Hertz, 
however, believes that excess acid passing into the 
duodenum prevents relaxation of the pylorus or that 
the ulcer exposes more nerve-endings in the stomach 
wall, the irritation of which by acids, etc., causes 
pyloric spasm and intensified gastric tonus. The 
authors are inclined to this view. 

Hunger experiments have shown this to be due 
to contractions only, that is, by stimulation of the 
nerves in the muscularis. Roldireff found that the 
whole alimentary tract had a periodic activity when 
not digesting, the periods occurring every hour and 
a half to two hours. Cannon and Washburn fur- 
ther found that the strong contractions of the stom- 
ach were invariably accompanied by the sensation 
of the hunger pang. This sensation disappeared 
when the contractions ceased. 

The authors believe that the hunger contractions 
have a direct bearing on the pain in ulcer and that 
there is a close analogy between the state of hunger 
and the more plausible view that ulcer pain is due 
to tension. 

A series of experiments on ro cases was instituted 
with this in view; a detailed report of one case being 
given. In all cases with the onset of strong con- 
tractions the patient complained of symptoms 
varying from a feeling of fullness to severe epigastric 
pain, the sensations coming on when the contractions 
reached their height. Administration of hydro- 
chloric acid in strengths of o.5 and 1 per cent caused 
little or no effect. Stronger solutions, however, 
caused vigorous contractions. In one case inhala- 
tion of amyl nitrite caused an immediate cessation of 
all contraction for four hours, accompanied by a 
feeling of extreme faintness. In another case, 
the injection of 15 minims of pituitary extract 
caused vigorous contractions to set in. 

The author’s conclusions are as follows: 

1. The finding of strong contractions of the 
stomach accompanying the pain of gastric ulcer 
seems to confirm the idea that pain is due to tension. 

2. The marked hunger contractions cause pain 
in a hyperirritable condition of the stomach by 
increasing intragastric pressure. 

3. The conception that gastric pain is due to ten- 
sion will explain many obscure conditions simulat- 
ing gastric ulcer, viz., achylia gastrica, chronic ap- 
pendicitis, and gall-bladder disease. 

4. Hyperacidity, alone, may be a factor by re- 
flexly causing hypertonus, hyperperistalsis, and 
pylorospasm, allowing greater tension to be pro- 
duced. , 

5. The subjective relief of pain by alkalies does 
not necessarily prove that acid is the cause of pain, 
but may be interpreted on the basis that alkalies 
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prevent the development of pain producing hyper- 
tonus by neutralizing the causative factor of such 
hypertonus, i.e., pain. 

6. Hydrochloric acid in the strength that it may 
occur in the stomach, about 0.5 per cent, causes no 
appreciable effect. : P. M. CHASE. 


Nuzum, T. W.: Gastric and Duodenal Ulcer in the 
Newborn. JWis. M.J., 1916, xv, 111. 


From a consideration of two cases of his own and 
of several others in the literature, the author 
concludes that ulcer of the stomach and duodenum 
occur in the child in wtero, being undoubtedly 
of ‘thrombotic origin, the bacteria originating in 
the mother and passing through the placental cir- 
culation. In the one case which came to post- 
mortem, there was no induration of the edge of the 
ulcer but there was a band of adhesion extending 
to the gall-bladder, showing that the ulcer must 
have existed for some time. 

No symptoms are visible until loss of blood be- 
comes manifest, either through vomiting or its pas- 
sage in the stool, or by pallor or collapse from loss 
of blood. The treatment is that for arrest of 
hemorrhage. IX. K. ARMSTRONG. 


Baetjer, F. H., and Freidenwald, J.: The Value of 
Roentgen-Ray Examinations in the Diagno- 
sis of Cancer of the Stomach. Bull. Johns 
Hopkins Hosp., 1916, xxvii, 221. 

The early diagnosis of cancer of the stomach is 
often very difficult. The X-ray method of diagnosis 
is probably more correct than any other means now 
in use. The findings, however, should always 
be taken in conjunction with the clinical findings 
before making a final diagnosis. 

From the fact that the normal stomach varies in 
size, shape, position, and the length of time in which 
it empties, none of these factors can be considered 
in making a diagnosis of cancer. 

The diagnosis rests upon changes in the peristalsis 
and irregular filling defects of the organ itself. 

In cancer of the cardia, the cardiac orifice is usual- 
ly interfered with and there is a small or large filling 
defect near. There is usually no interruption of 
peristalsis. 

In lesions of the body of the stomach there is a 
persistent filling defect and at this location peristaltic 
waves are interrupted, due to induration of the stom- 
ach walls at this point. 

There are two types of carcinoma at the pylorus, 
the annular type and the invasive type. The 
annular type produces obstruction early, the py- 
lorus is thickened and lengthened and depressed in 
the center, forming a crater. 

In the invasive type there is a persistent filling 
defect at or close to the pylorus and this area is 
free from peristalsis since the waves pass over the 
area and are lost. This type of cancer may exist 
for some time without obstruction. When obstruc- 
tion is present there is a bulging of the pyloric end 


of the stomach on the greater curvature, due to 
pressure of stomach contents against this point. 

Spasm of the stomach will sometimes cause 
persistent filling defects. Full doses of atropine for 
one or two days will cause a relaxation of the 
spasm. 

In the differential diagnosis between benign ul- 
ceration and cancer the following points should be 
considered: 

1. In cancer unless the pylorus is involved there 
is hyperperistalsis and rapid emptying. In ulcer 
there is hyperperistalsis with pylorospasm and slow 
emptying. 

2. Cancer may occur in any part of the stomach. 
Ulcer usually occurs on the lesser curvature near the 
pylorus. 

3. In cancer the lesion is surrounded by a large 
invaded area, which is free from peristalsis. In 
ulcer this invaded area is much smaller or absent. 

In early cancer it is often impossible to determine 
whether the ulceration is benign or malignant. In 
late stages where the growth is large the differential 
diagnosis is usually simple. 

In regard to negative diagnosis, if it can be 
demonstrated that there are no defects in the stom- 
ach wall, that peristalsis is normal and that there is 
no tendency to obstruction, cancer can be ruled out. 
Of 50 consecutive cases of cancer of the stomach 
examined by the authors the lesion was found in all 
the cases, but in 5 per cent of the cases if was 
thought to be benign and found at operation to be 
malignant. G. W. Grier. 


Fortunet, D. de, and Cade, A.: A Case of Gastric 
Cancer with Secondary Cerebellar Involvement 
and Terminal Meningitic Complications (Sur 
un cas de cancer gastrique avec noyau secondaire 
cérébelleux et accidents meningitiques terminaux). 
Progrés méd., 1916, p. 132. 

Encephalic complications arising from gastric 
neoplasms are far from common. The author has 
had occasion to observe such a case in its final 
stages and under circumstances which rendered 
diagnosis difficult. The patient was a man of 31, 
who arrived at the hospital in a very bad condition. 
A hard irregular tumor could be palpated extending 
from under the costal border to the level of the 
umbilicus. The general state as well as the size 
of the tumor contra-indicated surgical intervention. 
On the second day after entering the hospital the 
patient showed mental disturbances, and paretic 
phenomena appeared in the lower right limb. On 
the following day all four limbs showed marked 
paresis. He died in coma on the fifth day. 

Autopsy showed a neoplasm of the posterior 
wall of the stomach with submucous infiltration, 
extending to the pancreas, with extensive lymphatic 
generalization and with a secondary manifestation 
situated superficially at the lower part of the left 
cerebellar lobe. There was a purulent meningeal 
exudate. The patient’s history showed that there 
had been gastric troubles for five or six years before. 
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Fig. 1 (Goyanes. ) 


The nervous phenomena could only be attributed to 
a meningeal encephalic generalization. 

Examination of the cephalorachidian fluid showed 
numerous cellular elements (polynuclears, lympho- 
cytes, endothelial cells, and irregular, degenerate 
giant cells), which were considered to be of neo- 
plastic origin. 

Histological examination of various sections 
from different generalizations showed that they 
undoubtedly had their origin from the gastric neo- 
plasm. W. A. BRENNAN. 


Goyanes, I.: A Modification of Roux’ Gastro- 
Enterostomy in Y; Gastro-Enterostomy in T 
(Una modificacion al procedimiento de gastroenter- 
ostomia en Y de Roux; gastro-enterostomi en T). 
Siglo méd., 1916, Ixiii, 322. 


Goyanes points out certain inconveniences in 
Roux’ gastro-enterostomy, which in his practice has 
led him to make a modification. This modification 
will be understood from the rough figures. Fig. 1. 
represents the scheme of a Roux’ operation, in 
which the intestinal segment aa’ is plainly seen 
between the two anastomoses — gastro-enteric and 
entero-enteric. The contractions of this intestinal 
portion are normally descendant and consequently 
favor evacuation of the stomach, perhaps with 
exceeding rapidity. Fig. 2 represents the author’s 
procedure of gastro-enterostomy in T which re- 
duces simply to implantation of the proximal end 
of the jejunum in the stomach at its lowest point, 
and then suturing the distal end to this jejunal 
loop at its lowest point. 

By this method the intestinal segment bd’ is 
placed in an antiperistaltic condition, that is, the 
waves run upward and its contractions restrain 
hasty gastric evacuation, i.e., it acts like a neoform 
pyloric sphincter and its greater or lesser efficacy 
will depend on its length. W. A. BRENNAN. 





SURGERY 


Fig. 2 (Goyanes.) 


Crile, G. W.: Methods and Results in Surgery of 
the Stomach and Intestines. Buffalo M. J., 
1916, Ixxii, 55. 

The principal cause of the former high mortality 
in resections of the stomach and intestines was acido- 
sis, the reserve alkalinity of the body having been 
lessened, often reduced to a minimum. In these 
cases measures should be employed which will ob- 
viate further depletion of the already lessened store 
of alkalies and bases in the body, and if possible 
the reserve alkalinity should be increased. As 
surgical trauma diminishes reserve alkalinity, the 
former should be reduced to a minimum by the 
employment of the technique of anoci-association, 
while nitrous oxide is the anesthetic of choice 
because of its conserving action. 

In resection the operation should be performed 
in two stages: (1) gastrojejunostomy, (2) resection 
after the restoration of nutritional balance. Aside 
from protection against threatened acidosis, great 
advantage is found in cases of doubtful differentia- 
tion between cancer and ulcer. Division of the 
stomach by the cautery and searing of the cut edges 
with moderate heat sterilizes against pyogenic in- 
fection and cancer growth and prevents bleeding, 
three important considerations. 

In both the first and second stages the patient is 
treated as though acidosis were impending, by the 
administration of water and subcutaneous saline 
infusions, glucose and soda bicarbonate per rectum, 
and by the induction of sleep through the adminis- 
tration of bromides per rectum, as it is only during 
sleep that the lesions caused by acidosis can be 
repaired. E. K. ARMSTRONG. 


Weeks, A.: Congenital Pyloric Stenosis. 
J. Med., 1916, xiv, 317. 

The author reports two cases of congenital 

pyloric stenosis and offers the following conclusions: 


Calif. St. 
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1. Congenital pyloric stenosis must be diagnosed 
early. 

2. It must be relieved by operation. 

3. The operation known as Rammstedt’s is by far 
the best, as it is the simplest, quickest, and safest. 

4. A pediatrician should’ work with the surgeon, 
in order that the baby may be properly watched and 
fed. 

5. Babies said to have recovered from this 
condition medically were improperly diagnosed, as 
the tumor could not have been present. 

6. The anesthetist should be the best it is pos- 
sible to secure. 


Pauchet, V.: Radical Cure of Cancer of the Pylorus 
(Cure radicale du cancer du pylore). Presse méd., 
1916, p. 361. 


Pauchet says that on making an exploratory 
laparotomy the cancerous pyloric mass is sometimes 
observed to be mobile and with few adhesions. 
In such a case pylorectomy should be done without 
hesitation. When the pyloric mass is adherent to 
the liver or other neighboring organs some opera- 
tors prefer to make a gastro-enterostomy, while 
others, including the author, prefer a pyloric resec- 
tion. Even if it be only a palliative operation, the re- 
sults are much better since the patients often sur- 
vive a year or more instead of only a few months. 
When such intervention is practiced in advanced 
cases there is always the risk of having to remove the 
colon, liver, etc., and the mortality of these very 
mutilating procedures runs to 25 or 30 per cent, yet 
the greater operatory risk is worth while as it gives 
the patient the chance of living longer. 

There are five indispensable preparatory measures 
before and after operations: (1) to assure evacuation 
of the colon by successive lavage; (2) stomach lavage 
(oxygenated water); (3) cleansing of the teeth be- 
fore and after operation, removal of tartar and 
application of iodine tincture to the gums; (4) to see 
that the patient drinks only sterile fluids in sterile 
receptacles during the eight days preceding opera- 
tion and the eight days following it; (5) to train the 
patient in respiratory gymnastics which will pre- 
vent hypostatic congestion of the lungs. 

The author employs regional anesthesia preferen- 
tially to avoid pulmonary complications. The oper- 
atory technique employed consists of the following 
measures. 

1. Median laparotomy. In this the incision must 
be very much increased for the radical operation. 
The transverse colon must be separated from the 
great epiploon and pushed out of the way while the 
pylorus, the tumor, and the great epiploon are 
removed; the cancerous pylorus is separated from the 
pancreas and mesocolon. 

2. Ligature of the vessels and section of duode- 
num. In sectioning the duodenum the treatment 
of the stump is consolidated by the suture of a 
fragment of epiploon. ‘This consolidation will pre- 
vent a secondary rupture of the duodenal suture and 
guarantee against a duodenal fistula. 


3. Ligature of the gastric vessels and section of 
the stomach. The section of the pyloric portion 
of the stomach is done by théermocautery. 

4. Implantation of the gastric stump in the jeju- 
num is made about 15 cm. from the duodeno- 
jejunal angle. If the gastric section is very long 
it can be narrowed down by some sutures. 

5. Treatment of head of pancreas. This is 
covered with epiploon, sutured with catgut and not 
drained. 

6. Closure of the abdomen completes the opera- 
tion. 

Radiologic examination of such operated patient 
shows that while the stomach surface is reduced to 
one-third of the normal, despite the enormous anas- 
omatic opening the functioning is fulfilled as in a 
normal stomach. W. A. BRENNAN. 


Escudero, P., and Pasman, R.: Decapitation of the 
Duodenum by Ulcer (Decapitacion del duodeno 
por ulcera). Prensa méd., Argent., 1916, iii, 47. 


The authors call attention to the rarity of this 
case, there being only one analogous case published. 
The patient was a man of 60 whose symptoms sug- 
gested a diagnosis of duodenal stenosis which after 
further radiologic examination was definitely changed 
to penetrating ulcer. During the operation which 
followed lesions of the retractile meso-enteritic 
type were met with. The anterior wall of the 
stomach was found infiltrated. The small curva- 
ture, the liver, biliary vesicle, and duodenum were 
all intimately adherent. Posterior gastro-enteros- 
tomy was done. Postoperative evolution began 
well. Miction disturbance and urinary infection 
arising from an old urethral affection necessitated 
an urethrotomy. The patient failed rapidly and 
died on the eleventh day. 

Autopsy showed a cavity the size of a mandarin 
orange between the adherent organs mentioned 
above. There was a veritable section of the 
duodenum as clear as if cut by shears. ‘This cavity 
was empty. In the other analogous case which 
was reported by Meunier the cavity contained food 
remnants. W. A. BRENNAN. 


Saralegui, J. A.: Radiologic Study in Some Cases 
of Intestinal Obstruction (Estudio radiologico 
en algunos casos de obstruccion intestinal). Rev. 
Asoc. méd., Argent., 1916, iii, 86. 

The diagnosis of intestinal obstruction is generally 
easy under the radioscopic screen when there are no 
complications requiring clinical aid. Whenever the 
author is sure of the permeability of the pylorus and 
that there is no other lesion whatever that detains 
the ingesta in the stomach he is convinced that there 
is an obstruction in the small intestine if nine hours 
after a meal remnants are still in the stomach. 

Some particulars are given of the radiologic find- 
ings in different types of obstruction. In chronic 
invagination of the small intestine there is usually 
an absolute failure of the projection of the cecum 
on the screen. The projection of the shadow is 
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different according as the obstruction is complete 
or not; in the first case we do not see the residue of 
the bismuth meal diminish in bulk when examina- 
tions are made at the end of 12, 24, or 36 hours; and 
in the second we see the small intestine in its last 
part, displaying a thread of bismuth marking the 
reduced trajectory left by the invagination. In 
chronic or subacute appendicitis there is frequently 
obstruction of the latter part of the ileum rendered 
visible at such times by intestinal ectasia. 

When caseous or fibrocaseous peritoneal tuber- 
culosis is a cause of intestinal obstruction an ectasia 
of the bismuth is produced at the height where a 
constricting band or the bacillary process obstructs 
the lumen of the intestine. Clinically this is usually 
about the last portion of the ileum which is most 
frequently the site of this lesion. 

In obstruction, due to a Lane’s kink, the diagnosis 
by the screen is based on the ectasia of the bismuth, 
with displacement of the cecum downward and to 
the right side. 

When the ectasia is produced at the level of the 
cecum the diagnosis is not always easy, as there 
are other affections besides intestinal obstructions 
which are capable of showing the same symptoma- 
tology at this point (caecum mobile, etc.). 

W. A. BRENNAN. 


Gallie, W. E.: Intussusception. Canad. J.M.&S., 


1916, xl, 58. 

Gallie gives a statistical review of 45 cases of 
intussusception in small children, occuring in the 
Children’s Hospital of Toronto. 

In the series 17 cases were irreducible; 15 of these 
were treated by resection and anastomosis and 2 by 
simple ilectomy. All died. Twenty-eight cases 
were reducible; 3 were reduced without operation 
and all recovered. Of the 28 cases 18 were easily 
reduced and 14 recovered; 10 were reduced with dif- 
ficulty and only 2 recovered. Gallie terms them 
‘easily reduced”’ when there is no sign of localized 
peritonitis, no marked oedema, no injection of 
ensheathing layer or other signs of injury. The 
prognosis will then depend on the presence or ab- 
sence of these factors. 

The causes of death are shock and toxemia. In 
the 29 fatal cases, 13 died of shock; of these 11 had 
resections done. Of the 16 dying from toxemia, 
2 died of peritonitis five days after operation; the 
other 14 showed typical symptoms of toxemia of 
intestinal obstruction, i.e., temperature gradually 
rises, blood-pressure falls, and unconsciousness 
supervenes. Whipple has shown this toxin to be a 
proteose formed in the mucosa above the obstruction 
and that the longer the obstruction persists and the 
more extensive the damage to the intestinal wall, 
the greater the probability of a toxemia. Gallie 
advocates the use of a long rubber catheter passed 
through the rectum, along the colon into the ileum 
above the seat of obstruction to afford drainage of 
the toxin. 

The probability of recovery is in inverse ratio to 


the length of time intervening between the onset of 
symptoms and the institution of treatment. Of the 
16 recoveries, 12 received treatment within twenty- 
four hours; of the 29 fatal cases, 24 did not receive 
treatment until after twenty-four hours. Further, 
the longer the interval, the greater the probability 
of the invagination being irreducible and gangrenous. 
However, several instances are cited as exceptions 
to the rule which demonstrate that the condition of 
the bowel cannot always be foretold from the history 
and general reaction of the case. 

In early diagnosis lies the only hope of im- 
provement in the statistics. The condition occurs 
in healthy children of under one year, preceded 
usually by digestive disturbances. The attack 
begins with acute abdominal pain and often vomit- 
ing, followed shortly by the typical stool consisting 
of merely blood stained mucus and no faces or gas. 
On examination the abdomen is flaccid and usually 
the sausage-shaped tumor can be found; in 3 of the 
series, however, no tumor was felt. With these 
symptoms no delay should occur to allow of pallia- 
tive treatment. 

The rational course is immediate laparotomy and 
reduction if possible. The operation should be of 
the shortest possible duration and with the smallest 
amount of intestinal manipulation or exposure. 
Intravenous transfusion of roo to 200 ccm. of 
normal saline solution is used during operation and 
100 ccm. are introduced into the abdominal cavity 
upon closure. Following operation, hypodermoc- 
lysis should be employed to maintain the supply of 
fluids. P. M. Case. 


Meissner: Volvulus with Strangulated Intestine; 
Persistent Ductus Omphalo-entericus (Volvu- 
lus mit Strangulationsileus; persistierender Ductus 
omphalo-entericus). Beitr. z. klin. Chir., 1916, xcix, 
265. 

In a case reported by Meissner the patient had 
symptoms which suggested appendicitis. The diag- 
nosis, however, was very doubtful and the patient 
was put to bed and treated by fomentations. An 
enema gave a good stool. Within a day or so, how- 
ever, the situation suddenly changed. The tem- 
perature rose to 36.2° pulse, 100. The patient 
began to vomit and this continued with evident 
feeces in the vomit. The diagnosis was ileus, and 
operation was advised. On opening the abdomen 
the ascending colon and caecum were found displaced 
and part of the colon was ballooned up toward the 
umbilicus and so much swollen that it was ready to 
burst. Moreover it was twisted on its axis for 
about 180° and tightly encompassed by a cord which 
restricted it and passed on toward the umbilicus. 
Ligatures were applied and the swollen mass resected 
for about 5 cm., when the rest partly subsided. 
Vomiting continued during the operation, which 
had to be abandoned owing to the difficulties. The 
patient became rapidly cyanotic and died of heart- 
failure four hours after the operation. Autopsy 
showed that the cord passing around the intestine 
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was the remnant of a persistent ductus omphalo- 
entericus which was not in communication with 
the intestine. 

In commenting on this case, Meissner states his 
belief that the abnormally, developed mesentery of 
the first part of the colon gave rise to the volvulus 
in this section of the intestine; the persistent ductus 
omphalo-entericus caused the strangulation, and 
as more blood and excrement became clogged up 
in the intestine the strangulation became narrower; 
this of itself caused a further increase of stasis which 
was extended to the lower loops of the small intes- 
tine. 

A spontaneous reduction of the volvulus was not 
possible and when an attempt was made to rectify 
the condition by operation the heart failed, death 
resulting. The question arises in this case whether 
operation was indicated immediately upon the first 
signs of vomiting. In view of the fact that shortly 
before this there was a free passage of the bowels 
and also that the general condition and pulse were 
good, the diagnosis being still uncertain, Meissner 
had up to this time refrained from operative inter- 
ference. 

With regard to the clinical aspects of this case, 
in a pathologic-anatomical sense it is very interest- 
ing, not only because of the volvulus and free 
mesentery of the ascending colon, and because of 
the ductus omphalo-entericus itself, but particularly 
because of the anatomical condition of the commun- 
ication of this ductus. This condition is peculiar 
and rare. Persistent ductus omphalo-entericus 
is of itself no rarity, but that the site of communica- 
tion with the intestine should become obliterated 
and membranous, is a rarity. As a general rule 
it happens that the ductus when persistent becomes 
enlarged where it joins the intestine and communi- 
cates into a Meckel’s diverticulum. ‘This did not 
happen in this case, but rather the opposite. There 
was complete obliteration of the lumen against 
the scarred and shrunken intestine. Moreover, 
although ordinarily a Meckel’s diverticulum rep- 
resents the remnant of the embryonal condition, 
in this case the ductus remained, its communica- 
tions with the navel and intestine having become 
cicatrized. W. A. BRENNAN. 


Eastman, J. R.: Congenital Deformation and De- 
functionalization of the Caudad Ileum and 
Colon. J. Am. M. Ass., 1916, Ixvii, 647. 


Owing to irregularities in the fusion of the meso- 
colon descendens to the mural peritoneum, trans- 
verse folds or septa are developed and small para- 
colonic fossa are formed. At the lowest level of 
normal fusion, that is, at the proximal or cephalad 
end of the sigmoid, a distinct band, marking the 
edge or lower border of the fusion, tethers the sig- 
moid to the abdominal wall. This bandlike margin 
is the linea terminalis, which stands out conspicu- 
ously when the sigmoid is drawn ventrally, giving 
added depth to the recessus intersigmoideus. 

A similar fusion of the outer lamina of what is at 


first a free and loose mesentery of the ascending colon 
with the contiguous mural peritoneum also takes 
place on the right side. Excess of this fusion gives 
rise to the condition noted but not explained by 
Byron Robinson and observed with great frequency 
since, the condition in which a longitudinal plica of 
peritoneum seems to have been pulled up from the 
bottom of the paracolonic trough and fused like a 
patch on the lateral surface of the colon sometimes 
as high as the tenia libera or median longitudinal 
band. Inequalities of norma: fusion on the right 
side give rise to transverse bands or folds dividing 
the paracolonic space into fossa as on the left side. 
Such transverse folds are so constant as to be con- 
sidered anatomic. 

Frommer, Curschmann, and Concetti recognize in 
the elongated, sagging redundant sigmoid a_per- 
sistence of the foetal and infantile condition in 
which the mesentery is broad and free and this 
portion of the large intestine relatively long. 

There is another important embryologic factor in 
the etiology of sigmoidal stagnation, this being the 
presence in the foetal and postnatal abdomen of a 
fold of peritoneum extending from the mesentery 
of the proximal sigmoid downward and outward in 
the direction of the internal abdominal ring. This 
persisting fold takes the same course as the plica 
vascularis of the descending testis or ovary. Per- 
haps the postnatal fold on the right side of the ab- 
domen extending from the mesentery of the termi- 
nal ileum to the genital gland, which has been called 
the ileopelvic band by Laneand which in the female, 
may by traction on the appendix be drawn up as 
the appendiculo-ovarian ligament, is but a remnant 
of the very conspicuous foetal fold of peritoneum 
which is drawn out by traction of the inguinal liga- 
ment on the descending genital gland, the inguinal 
ligament becoming in the male the gubernaculum 
testis and in the female. the round ligament. 

No doubt the principal factor in the arrest of in- 
testinal contents in the sigmoid isan anatomic one. 
In many individuals, particularly in the newborn, the 
sigmoid begins with a sharp turn upward or oblique- 
ly to the right and upward from the linea terminalis. 
I'requently there are other sharp angulations, as in 
the letter-M sigmoid, rather common in the foetus 
and adult. Occasionally a sharp curve is seen at 
the third sacral vertebra where the sigmoid goes 
over into the rectum. 

Stasis of excrement in the sigmoid beyond physio- 
logic limits leads to colitis in this part of the large 
intestine. Ulceration may appear as the result of 
long retention of colon contents. Inflammation of 
the mucous membrane is a natural result of stagna- 
tion of bowel contents. The serosa reacts to the 
irritation of high-grade localized distention; a con- 
dition which may be called colitis infiltrativa 
chronica is established; fixation adhesions of the 
sigmoid peritoneum are almost constant sequels. 

On liberation of the sigmoid from the restraint 
of such irregularities of foetal fusion, the return of 
more nearly normal function is evidenced frequently 
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by the passing of flatus, and if the deformities of the 
sigmoid thus induced are not associated with deform- 
ing and obstructing intestinal lesions elsewhere, the 
prospect of relief of stasis may become good as 
the result of a very simple measure. 

Another common site of deforming defunctional- 
izing adhesions is about the caecum and terminal 
ileum. Up to the fourth month of embryonic life, 
this, like other parts of the large intestine, hangs 
by an ample mesocolon. Subsequently, however, 
this mobility becomes lost, owing to the fusion be- 
tween the outer lamina of the mesocolon and the 
neighboring mural peritoneum. 

Instances of retrocecal and retroperitoneal ap- 
pendix may be explained rationally by assuming that 
before fusion occurs the appendix becomes caught 
between the coalescing peritoneal surfaces of the 
cecal mesentery and the abdominal wall. 

Foetal fusion bands and membranes as a rule show 
no signs of inflammation, are apparently almost 
bloodless, and have the appearance of thin connec- 
tive tissue. The diaphanous membrane of peri- 
colitis or perityphlitis is characterized by abundant, 
somewhat parallel coursing vessels which, it should 
be noted, correspond in their course, division, and 
distribution with the branches of the ileocolic artery. 
This vascular veil of apparently detached periton- 
eum cannot often, if ever, be completely removed 
without leaving a raw bleeding surface. This is 
obviously an affair of prenatal or postnatal hyper- 
emia, congestion, and inflammation, a reaction of 
the peritoneum to irritation often beginning in an 
inflamed mucous membrane of the appendix or 
cecum, ; 

It is rare that a chronic appendicitis is not as- 
sociated with this pericolitis membranosa vasculosa. 
The vascular web of membranous pericolitis may 
hamper peristalsis and occasionally may deform or 
dislocate the appendix vermiformis and interfere 
with its drainage; but by virtue of its loose disposi- 
tion over the peritoneal surfaces, it being the hyper- 
semic tunica serosa itself, it is not so often found as 
a deforming factor as is the fold or band resulting 
from accidents of foetal peritoneal fusion. The 
vascular coat of membranous pericolitis cannot be 
removed; the excesses of fusion can be broken down 
by gauze and scissors-spreading dissection, and, 
being almost avascular, they do not readily reform. 
To attempt to strip off the vascular membrane of 
membranous pericolitis results in new adhesion 
formation, whereas the division of the white fusion 
bands often serves an excellent purpose in releasing 
the tethered segment of intestine, and does not leave 
behind bleeding surfaces to unite in fresh adhesions, 

C. G. Heyp. 


Guthrie, D.: Prevention of Feecal Fistula in Sup- 
purative Appendicitis. Penn. M. J., 1916, xix, 
833. 

As a means of preventing fecal fistula in suppura- 
tive appendicitis, the author considers the following 
factors of importance: 


1. The use of the muscle-splitting or McBurney 
incision which he says will give a better post- 
operative wound, especially if sloughing should 
occur. There will not be as much gaping and this 
method will not allow as much of the cecum to 
become adherent to the edges of the wound, as pro- 
trusion of the cecum through the wound may cause 
a fecal fistula. 

2. The treatment of the stump of the appendix, 
whenever possible inverting the stump and _ using 
an absorbable purse-string suture of catgut, always 
ligating the appendix with catgut. A second purse- 
string suture or a few interrupted sutures of catgut 
are used for reinforcement. In cases in which 
perityphlitis is present to a marked degree and the 
head of the caecum has become so thickened by in- 
flammation that inversion of the stump is impos- 
sible, he advises turning down a fold of thickened 
peritoneal coat, ligating the stump with catgut, and 
then covering it over with the cuff tied by catgut. 

3. As to the question of drainage, soft rubber 
tubes are used and those of large caliber. They are 
placed as far as possible away from the head of the 
cecum, are shortened early, and removed in about 
seven days, no laxatives being given meanwhile. 

In 853 abdominal cases in which drainage was 
used the author mentions three cases in which fecal 
fistula developed: one following a pyosalpinx opera- 
tion which healed spontaneously; another in the 
drainage of a large appendiceal abscess, which also 
healed spontaneously; and a third in a case of rup- 
tured appendicitis with general peritonitis, which 
required an operation to close it. In this third case 
he is of the opinion that because of the necessity of 
gastric lavage every three hours for four days, the 
trauma to the head of the cecum by the tubes was a 


‘factor in the production of the fistula. 


W. D. PxItuirs. 


Brock, G. W.: A Simple Technique for Resection 
of the Prolapsed Rectum. Surg., Gynec. & 
Obst., 1916, xxiii, 225. 

The author describes a modified Mikulicz opera- 
tion for resection of the rectum, in which the opera- 
tion is performed over a proctoscope or round billet 
of wood introduced through the lumen of the pro- 
lapsed mass. The gut and the supporting core with- 
in are held in position by tying a piece of rubber 
tubing or kangaroo tendon around the neck of the 
prolapse just outside the anal margin. 

This technique facilitates handling of the tissues 
with a gain in rapidity; the sutures are easily placed 
and make an accurate approximation of the bowel, 
while hemorrhage is constantly under control. 


Brown, J. Y.: The Superiority of the Right Side 
Anus in the Handling of Partial and Complete 
Obstruction of the Lower Colon and Sigmoid in 
Cases Unsuited for Radical Operation. J. 
Am. M. Ass., 1916, Ixvii, 486. 


The author has selected the right side for artificial 
anus for the following reasons: (1) It can be rapidly 
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made. (2) It admits of immediate and proper 
drainage of the distended bowel above the obstruc- 
tion. (3) It completely excludes the large bowel. 
(4) Subsequent reconstruction of bowel continuity 
can be most readily performed. There is compara- 
tively no odor to the discharge from a right-sided 
anus. 

The technique of the operation is as follows: Prior 
to giving the anesthetic, the stomach is washed until 
the water comes back clear. Under ether or gas, 
incision is made through the outer border of the 
right rectus muscle. The cecum is located and the 
small bowel is pulled up, clamped, and cut across 
two or three inches above the ileocecal valve. One 
half of a Murphy button is fitted in a good-sized 
rubber tube. This is inserted and “‘ purse-stringed” 
in the proximal intestine. A tube of the same size is 
next inserted into the distal ileum and through the 
ileocecal valve. This is held in position by a purse- 
string suture. Both the proximal and distal ends 
of the intestine are brought out and fixed at the 
lower angle of the incision. The wound is closed 
in the usual manner. The protruding bowel and 
tubes are carefully surrounded by gauze, and the 
stomach is again washed out before the patient leaves 
the table. The tube through the ileocecal valve 
gives exit to the gas contained in the large bowel, 
whereas the tube in the proximal ileum drains the 
small bowel. C. G. Heyp. 


Stone, H. B.: A Treatment for Pruritus Ani. Bull. 


Johns Hopkins Hosp., 1916, xxvii, 242. 

Stone gives a preliminary report on his use of 
alcohol injections in the treatment of this condition. 
The method was suggested to him by the value of 
the injections in facial and other forms of neuralgia. 

The technique of injection is quite simple. The 
area in which the itching is complained of is care- 
fully noted from the patient’s description. Under 
general or local anesthesia, the injection is then made 
so that this whole area is anesthetized. In nearly 
all the cases reported by the author a local anzsthet- 
ic, usually novocaine 1 per cent, or quinine and urea 
hydrochloride 1 per cent, was employed. This 
form of anesthesia proved to be quite satisfactory. 
The syringe is filled with alcohol, 95 per cent, and 
the usual fine hypodermic needle used for the in- 
jection. The necdle is carried entirely through the 
skin vertically and then inclined sharply to the side 
so that it lies nearly parallel to the skin surface. 
When the needle is properly inserted in the subcu- 
taneous fat, it can be moved fairly freely from side 
to side under the skin and can be felt moving with 
the finger placed over it. If this freedom of move- 
ment is lacking, the needle is probably engaged in 
the corium, and, if injections are thus made, sloughs 
may be expected to result. With the needle proper- 
ly placed the whole area involved is injected, enough 
alcohol being used to underlay the area thoroughly. 
The injection may be carried up to the margin of 
the anus, but the author states that he has never 
injected the anal canal itself, nor has he so far had 


reason to believe that this would have improved the 
results. Of course, before any injection is made, the 
skin is cleaned up as for any other operative pro- 
cedure. 

This method accomplishes practically the same 
thing as the operative treatment for pruritus and 
is indicated in those cases of great intensity in 
which the usual measures fail. It has certain 
distinct advantages over the operative procedures. 
It is safer, and there is no undermined skin with 
impaired circulation, with a potential dead space 
under it, in an area impossible to keep clean. It is 
quicker. It entails no dressings, stitches, or other 
post-operative annoyance to physician or patient, 
and no hospital expense. It is quite as likely, the 
author believes, to be enduringly satisfactory, and 
presents no greater possibilities of trouble. 

GreorceE E. Brirpy. 


LIVER, PANCREAS, AND SPLEEN 


Fowler, R. S.: Echinococcus Cyst at the Left Lobe 
of the Liver Discharging into the Left Henatic 
Duct. Long Island M. J., 1916, x, 317. 


Operation for echinococcus cyst involving the 
biliary passage is very rarely done; the rupture of 
such cysts into the passages is equally uncommon. 
Symptoms of such a condition are those of sudden 
blocking of the common duct accompanied by pro- 
found collapse, i.e., severe pain in the epigastrium, 
chills, fever, and jaundice. The diagnosis is only 
possible when cyst elements are recognized in the 
faeces. 

The case reported was that of a female, aged 
21, who gave a history of recurrent epigastric pain, 
nausea, and jaundice for the past four months. 
Examination showed marked tenderness and rigid- 
ity over the right upper abdomen. Operation re- 
vealed intense inflammation of the gall-bladder and 
ducts as well as local peritonitis. The gall-bladder 
was filled with fine yellow sand; the walls were 
thickened and inflamed. Drainage was instituted. 
Slight jaundice with slight epigastric pain persisted 
after operation and recovery was uneventful. 
Two weeks later the symptoms returned and a 
second operation was done. Many adhesions 
were found and the gall-bladder was much distended. 
All the ducts were greatly enlarged; the common 
duct to the size of the duodenum. The gall-blad- 
der and common duct were incised with escape of 
thin bile and bile-stained membranous detritus. 
The duct was then flushed with saline and numerous 
pieces of thick, green membrane were removed from 
this duct and the left hepatic duct. 

Owing to collapse, the operation was speedily 
completed; a fenestrated tube being placed in the 
left hepatic duct; one in the foramen of Winslow; 
one near the junction of the two ducts; and one in 
the gall-bladder. 

Daily saline irrigations were accomplished through 
the tube in the duct, washing out various amounts 
of the detritus, and the drainage tubes were gradu- 
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ally withdrawn. Good recovery resulted and three 
months later the patient remained well. 

The pathological report showed echinococcus 
cyst wall but no daughter cysts. Repeated exami- 
nations of the stools failed to show any echinococcus 
elements. P. M. CHASE. 


Risquez, I. R.: An Unusual Complication of Hepat- 
ic Abscess (Una complicacion poco frecuente del 
absceso hepatico). Gac. méd. de Caracas, 1916, xxiii, 
121. 

The author reports a case in a man, 52 years old, 
of a purulent abscess of the liver emptying into the 
vena cava inferior. Liver abscess was diagnosed on 
the patient’s arrival at the hospital. Hepatic punc- 
ture was done and about a liter of pus immediately 
withdrawn, followed by injection of chlorhydrate 
of emetine. The patient, however, succumbed 
the following day and the condition was discovered 
at the autopsy. 

The author refers to the great rarily of this ter- 
mination of hepatic abscess. In Rendu’s Encyclo- 
pedic Dictionary out of 563 collected cases of dis- 
rupted hepatic abscess only 3 are noted as discharg- 
ing into the vena cava. In the author’s case the com- 
munication with the vena cava was through the 
suprahepatic vein, one of the branches of which ap- 
peared destroyed in the neighborhood of the lesion. 

W. A. BRENNAN. 


Liek, E.: Abdominal Gunshot Injuries, Especially 
Gunshot Injuries of the Liver (Ueber Bauch- 
Schuesse, insbesondere ueber Schussverletzungen 
der Leber). Arch. f. klin. Chir., 1916, cvii, 509. 

Liek says that the department of war surgery in 
which most had to be unlearned was the surgery of 
abdominal gunshot injuries. All surgeons went 
to the front with the conviction that abdominal 
wounds would not as a general rule be operated 
upon. The saying of McCormac after the Boer 
War that ‘‘all those, shot through the abdomen, 
will live, if let alone, and will die if operated,’’ had 
become common property. 

Some reports published in the beginning of this war 
seem to confirm this conviction. Fifty and even 
seventy per cent of abdominal injuries were reported 
recovered under conservative treatment. How- 
ever, other opinions were soon expressed. Boehler 
observed 300 perforated abdominal wounds, which, 
with the exception of 6, were all treated conservative- 
ly; 95 per cent died, the rest were in a hopless 
condition. 

Critical research therefore showed almost hope- 
less results from the conservative treatment; and 
change of opinion was slowly but surely effected by 
the reports of successful results of operations for 
abdominal gunshot injuries. The great peculiarity 
among the abdominal wounded was the extraordinary 
change of the clinical aspect, the strong contrast 
between different patients. Some showed the hope- 
less picture of certain death, to which they succumbed 
within a day; others diagnosed ‘“‘as shot through the 


stomach” showing no evidence of serious injury, 
were sitting about and eating heartily. This dif- 
ference in the aspect and behavior of the abdominal- 
ly injured is explained by the fact that one is lively 
and pulls through, not because his presumable stom- 
ach-shot has been treated conservatively, but be- 
cause his alimentary canal has not been injured. 
The other dies, because he has a perforated wound 
of the stomach or the intestine. 

It is often asserted that gunshot wounds in the 
upper abdomen have a much better prognosis than 
those beneath the umbilicus. There is such a 
difference. The prognosis of abdominal gunshot 
injuries in the field hospital depends, in Liek’s 
opinion, upon whether or not the alimentary canal 
has been perforated. In other words, the threat of 
peritonitis dominates the situation. Shots in the 
upper abdomen, however, have more chance to 
avoid the intestinal canal than those in the lower 
abdomen. If only those shots which have injured 
the alimentary canal are considered true abdominal 
injuries, their prognosis with conservative treat- 
ment becomes bad. 

Liek believes that the most important symptom 
of peritoneal irritation is the reflex tension of the 
abdominal wall. This, however, is found in other 
conditions and in all doubtful cases one must incise, 
widen the wound, and examine. In Liek’s field 
hospital service during the first fourteen months of 
the war, 2.5 per cent of the wounded had abdom- 
inal gunshot injuries. Of these 55 per cent died; 
others were transferred to base hospitals. About 
one-third of the non-operated cases eventually 
recovered. 

Gunshot injuries of the liver give an apparently 
favorable prognosis similar to injuries of the upper 
abdomen when treated conservatively. Liek has 
observed 17 cases in which a spontaneous recovery 
of liver gunshot injury occurred. According to 
Liek’s experiences it appears certain that the 
modern small caliber bullets can pass through the 
liver from a much shorter distance than 1,200 cm. 
without effecting irreparable harm. The clinical 
aspect of liver gunshot injuries varies considerably. 
Smooth, completely penetrating shots end most 
favorably. Tangential shots are less favorable. 
They are similar to the tangential shots of the skull. 
Liek gives his observations of some cases in which 
clear liver shots complicated with injuries of the 
kidney, etc., healed spontaneously. Altogether 
he saw only 27 liver injuries, these representing 
13 per cent of those entering with the diagnosis of 
abdominal gunshot injury. However, he thinks 
liver wounds are more frequent, since in 11 abdom- 
inal cases which came to autopsy 3 showed liver 
injuries as well. Liver wounds are generally 
concomitant with other abdominal injuries and in 
Thole’s statistics of 200 liver wounds 117 had con- 
comitant injuries. In the 27 cases observed the 
diagnosis was made in 13 with certainty, in 4 by 
operative findings, in 2 by section, and in 7 by gall 
outflow. The outflow of gall in the wound was ob- 
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served in 37 per cent of the cases. Other observers, 
such as Edler, give a higher figure, 41.3 per cent. 

Liek’s mortality was less than that of other re- 
porters. He lost 8 patients, 29.4 per cent. Korte’s 
figure is 60.8 per cent. In Thole’s statistics of 
liver gunshot wounds in civil practice the mortality 
in 200 collected cases was 49 per cent. From this 
low percentage, 29.4 per cent of deaths in Liek’s 
field hospital, the conclusion that liver injuries 
have a better prognosis than other abdominal in- 
juries, would be false. As in other gunshots of the 
abdomen with intestinal injury, peritonitis domi- 
nates the field, so in liver injuries, hemorrhage is 
the danger. The majority of serious liver wounds 
succumb to hemorrhage on the battle field or in the 
field hospital. 

While hemorrhage is the principal danger, it is 
not the only one. Simultaneous injuries of adjoin- 
ing organs — the right lung and the right kidney, 
especially — may endanger life owing to necrosis, 
abscess of the liver, thrombosis of the large blood- 
vessels, and secondary hemorrhages. These com- 
plications claim many victims. 

The treatment of liver shots may be summarized 
as follows: Simple clear-through shots will recover 
with rest and morphine. Symptoms of heavy 
hemorrhage call for inspection of the wound and 
tamponade or suture of the liver as necessary. In 
tangential shots, especially those from artillery, the 
irregularly torn sinus must be exposed, bone splinters 
of the ribs and all necrotic tissue removed and the 
wound loosely tamponed. Complications in the 
pleura are to be treated according to rule. The 
after complications, such as liver sequestre and liver 
abscesses, must be treated according to general sur- 
gical principles. In the successful treatment of 
liver injuries as in other abdominal injuries, every- 
thing depends upon early treatment. Liek cites 
several instances of the favorable results obtained 
from the immediate operative treatment of liver 
injuries. W. A. BRENNAN. 


Erdmann, J. F., and Heyd, C. G.: Relief of Chronic 
Obstructive Jaundice by Palliative Operation. 
Am. J. M. Sc., 1916, xlii, 174. 

The authors list the indications for operation in 
malignant obstruction to the biliary flow, as follows: 
(1) Mistaken diagnosis — not infrequently opera- 
tion for supposed malignancy reveals an inflam- 
matory condition which subsides with recovery of 
the patient. It is only upon such premises that 
the occasional “cures” can be reasonably explained. 
Moynihan says: “No one living is infallible in the 
differential diagnosis of obstructive jaundice. The 
diagnosis is always so difficult and the chance of a 
life saved is so important that however positive the 
evidence of malignancy may be I now advise opera- 
tion in all cases.”” (2) The relief of distention pain 
— all cases do not suffer from pruritus or the men- 
tal states of cholamia but suffer a gradual increasing 
pain from distention of the biliary apparatus. 
(3) Intractable pruritus, in many cases so severe 


that the patients positively demand relief. (4) 
Social —to prolong life in comparative comfort; 
to give the patient relief from his jaundice so that 
he may live with his family until such time as death 
takes place from metastasis or local extension of the 
growth. (5) Surgical euthanasia. The primary 
operative mortality in these conditions will be 
high, but considering the absolutely hopeless out- 
look, together with the urgent demand for relief, one 
is warranted in selecting an operative procedure 
entailing a high rate of mortality. 

A neoplasm at the ampulla of Vater either by its 
presence, by kinking of the duct, or associated 
cedema of the mucous membrane of the duodenum 
or common duct will bring about not only biliary 
obstruction but a variable degree of pancreatic 
obstruction. The degree of obstruction to pan- 
creatic secretion will depend upon the individual 
anatomical topography of the ducts of the pan- 
creas. In about 83 per cent the duct of Wirsung 
carries the entire pancreatic secretion; in about 12 
per cent, however, the duct of Santorini is the main 
duct; while in 54 per cent the duct of Santorini may 
act as a substitute for the duct of Wirsung. In 
certain cases the duct of Santorini might remain un- 
involved for a considerable period of time, and, 
moreover, the duct of Santorini is not infrequently 
connected with the duct of Wirsung, and thus it is 
possible for a drainage of the pancreatic secretion 
to take place into the duodenum even with almost 
complete biliary stasis; in fact, there may be com- 
plete biliary stasis with little or no pancreatic re- 
tention. 

Any chronic obstructive condition of the duode- 
num below the ampulla of Vater will introduce 
in addition to the signs of biliary stasis those 
of pyloric stenosis, and in two of the cases pre- 
sented herewith the clinical picture was that of 
chronic pyloric stenosis and chronic obstructive 
jaundice. 

In obstructive conditions at the ampulla of Vater 
it is usual to find the gall-bladder distended with 
bile (Courvoisier). This is not necessarily always 
the case, as a distinct hydrops and a well-dilated 
common duct filled with clear mucoid fluid has been 
observed, and when this rather uncommon condi- 
tion is seen it is associated with patulous cystic and 
hepatic ducts and mechanically represents a pres- 
sure acholia. Kausch thinks that the hydrops in 
these cases is due to excessive secretion by the 
mucosa of the gall-bladder and ducts, whereby the 
duodenal opening being occluded the pressure in the 
biliary system being so raised that the bile secreted 
by the liver-cells is poured, not into the excretory 
ducts, but back into the blood and lymph vessels 
of the liver. The most frequent obstructive con- 
dition is from carcinoma of the pancreas, ampulla, 
or duodenum. Cancer of the duodenum represents 
about 0.4 per cent of all carcinomata, and at least 
70 per cent of this number are carcinoma of the 
ampulla of Vater (Geiser). Pancreatic cancer 
is the most rapidly fatal of any form of carcinoma; 
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death ensues within seven or eight months from the 
time of onset of noticeable symptoms, and occurs 
usually before the growth metastasizes or obtains 
any great local extension. “There is probably no 
position within the body, outside the central ner- 
vous system, where a growth, while yet so small, is 
heralded by more wide-spread symptoms than at 
the lower end of the common bile duct.” 

An anastomosis can be made between the gall- 
bladder, or the hepatic duct or the common duct 
and any contiguous bowel surface as (1) an anasto- 
mosis of the gall-bladder and varying portions of 
the gastro-intestinal tract — cholecystogastrostomy, 
cholecystoduodenostomy, cholecystenterostomy, 
cholecystocolostomy; (2) anastomosis between the 
hepatic duct and certain portions of the viscera, 
preferably the stomach or duodenum or a portion 
of the small intestine; or anastomosis between the 
common duct and the stomach, duodenum, or small 
intestine. The choice of a particular operation will 
depend upon a number of factors such as (1) the 
physiological efficiency of the procedure; (2) the 
ease of technical accomplishment; (3) the relative 
immunity from ascending infection; and (4) the 
immediate and remote effect upon the patient’s 
metabolism. 

A consideration of the merits of cholecystogastros- 
tomy, cholecystenterostomy, and cholecystocolos- 
tomy seems to prove that the best results are ob- 
tained with the first procedure. Physiologically 
considered there is no objection to the presence of 
bile in the stomach, as has been demonstrated so 
often clinically and proved by Strendel in his ex- 
periments on animals. Technically, the union of 
the gall-bladder and the stomach is probably more 
easily performed than any other form of anastomo- 
sis, as the parts are naturally in close and intimate 
relationship, and little if any mobilization is neces- 
sary to bring the viscera in apposition. Cholecysten- 
terostomy carries with it the possibilities of angula- 
tion and the necessity for a secondary entero- 
enterostomy to prevent kinking, and of course in- 
creased risk. On theoretical grounds the union 
between the colon and gall-bladder is to be dep- 
recated, and physiologically it is defective, as it 
empties the biliary secretion into a portion of the 
gut tube not given to digestive processes; and upon 
other grounds it is also objectionable: (1) on ac- 
count of the reflux of the highly charged bacterial 
content of the colon; and (2) the possibility of 
reversed mucous currents as described by Bond; 
(3) the loss of the digestive functions of the bile, 
especially in the saponification of fats; (4) the fact 
that the bile is so soon evacuated with the stool 
means a rapid loss of the acid salts of the bile 
which would normally be reabsorbed in the intestine. 

The authors conclude as follows: 

1. All cases of obstructive jaundice are entitled 
to operative consideration. There is a certain 
definite percentage of cases that are cured because 
there has been a mistake in the diagnosis. 

2. Any of the above operations are not prohibitive 


considering the severity of the disease and its hope- 
less outlook. 

3. The immediate relief from itching, in addition 
to the prolongation of life, is an exceptionally strong 
argument for operation. 

4. Operation obviates the development of “pres- 
sure pain”’ from increasing distention of the biliary 
apparatus. 

5. These operations are advised solely as pallia- 
tive procedures, and as such their purpose must be 
clearly understood. C. G. Heyp. 


Pellot: Rupture of the Liver (Rupture du foie). 
Presse méd., 1916, p. 350. 

The case reported occurred in a woman who was 
killed by an explosion caused by a bomb from an 
aeroplane. After a few minutes she showed all the 
signs of a hemorrhage, but there was no sign of a 
wound on the thorax or abdomen save a very slight 
redness of the lower left thorax. Palpation showed 
a rib fracture. The abdomen was perfectly supple 
and not painful, and the urine was clear. The 
woman died in coma three-quarters of an hour 
later without operation. 

Necropsy showed a fracture of the sixth left rib. 
The left lobe of the liver had a tear about a finger- 
breadth in width which involved all the parenchyma. 
Hemorrhage had been free into the ccelic region 
and the posterior part of the abdomen. The liver 
rupture may have been due directly to the fractur- 
ed rib although the pericardium and the diaphragm 
were intact; or it may have been due to a thoracic 
contusion from a stone or lump of soil hurled by 
the explosion and which had left no mark on the 
integument. Nevertheless, this liver rupture was 
not manifested physically by any symptom which 
could have suggested its presence. W. A. BRENNAN. 


Guthrie, D.: Indications for Cholecystectomy. J. 
Am. M. Ass., 1916, Ixvii, 653. 


The author submitted a questionnaire to 45 ex- 
perienced abdominal surgeons. ‘The questions sub- 
mitted were as follows: 

Question 1. What percentage of cases of chole- 
cystostomy have had a recurrence of trouble follow- 
ing operation? The numerical percentages given 
by 29 men varied from 1 to 33% per cent of failures, 
the average being 9.5 per cent. Coffey reports in- 
frequent recurrences. LaPlace gives 33% per cent. 
Judd writes, “impossible to state, but we have had 
a large number of recurrences.”? Stanton, who has 
carefully investigated Ochsner’s cases and his own, 
reports recurrences of trouble in 14.5 per cent of 
cases. Kehr estimates there has been 15 per cent 
of failures in his work. 

Question 2. Are you performing the operation of 
cholecystectomy more frequently than in the past? 
To this there were 45 answers: 36 answered in the 
affirmative, 9 in the negative. Bevan and Frazier 
perform cholecystectomy in from 80 to go per cent 
of their cases; Elting in 60 per cent; Gibbon in 50 
per cent; and Clark in 33% per cent. Martin 








GENERAL SURGERY — SURGERY OF THE ABDOMEN 31 


employs cholecystectomy more frequently, but con- 
siders it a more dangerous operation; Deaver, more 
frequently than formerly, but not so often as many 
surgeons; Crile not much more often. In 1907, the 
Mayo’s performed 1oo cholecystectomies, and 261 
cholecystostomies; in 1915, 915 cholecystectomies, 
and but 60 cholecystostomies. There were 9 
negative replies to the question. Bloodgood, 
Kelly, Cullen, and Grant are not performing the 
operation so frequently as formerly. 

Question 3. Have the results been better than 
when simple drainage was used? To this 36 
answered yes; 7 answered no; 2 failed to answer. 

Question 4. In what cases do you consider chole- 
cystectomy the operation of choice? The chief 
indications for removal of the gall-bladder recom- 
mended by the majority or any disease of the gall- 
bladder wall itself and damage to the cystic duct. 
Eighty per cent advised removal when any disease 
of the gall-bladder wall with or without stone is 
found. Several called attention to the possibility 
of systemic joint infection secondary to disease in 
the wall of the gall-bladder, as pointed out by Rose- 
now, and advised cholecystectomy as a prevention. 

Question 5. What are the contra-indications for 
cholecystectomy? The chief replies were inexperi- 
ence of the operator and inexperience of the anesthe- 
tist. In addition to these many specific contra- 
indications were urged, most noteworthy being 
chronic pancreatitis with gastric symptoms which 
cannot be cured by cholecystectomy but requires 
prolonged drainage. 

Question 6. Asarule do you treat acute empyema 
of the gall-bladder with cholecystectomy or drain- 
age? To this 44 menreplied; 33 favored chole- 
cystostomy. 

Question 7. How does the mortality of cholecys- 
tectomy compare with cholecystostomy in your 
work? Among the 44 answers to this question, two 
stated the difference in mortality was not known; 
4 men’s work showed a lower mortality for chole- 
cystectomy than for cholecystostomy; 18 reported 
the mortality the same for each operation; and 21 
had a higher mortality for cholecystectomy than 
for cholecystostomy, ranging from 0.5 to 3 per cent. 
The mortality for either operation was estimated 
by many men to be below 2 per cent. 

The author’s conclusions are as follows: 

1. Reports show that recurrences happen in 9.5 
per cent of cases that have had cholecystostomies 
performed. The recurrence of trouble following 
cholecystectomy is certainly small; the exact per- 
centage is not known. 

2. Cholecystectomy is employed much more 
frequently than in the past and is a better operation, 
but it is attended with many more operative diffi- 
culties and dangers than simple drainage. The 
gall-bladder should be removed when its wall is 
diseased or the patency of the cystic duct is in 
question, provided the patient’s condition will 
permit it. 

The contra-indications for the operation are criti- 


cal states of the patient, acute empyema, infection 
of the ducts, and pancreatitis, where drainage is 
desired. It is safer to treat acute empyema of the 
gall-bladder with simple drainage, and it is only 
fair to explain to the patient that a second operation 
may be necessary. C. G. Heyp. 


Balfour, D. C.: The Spleen in Its Relationship to 
Pernicious Anzmia, Splenic Anzmia, and 
Hemolytic Jaundice. Canad. J. M. & S., 1916, 
xl, 47. " 

The author makes a series of observations based 
on the study of splenectomies performed in the Mayo 
clinic for various diseases. 

The splenic function is not fully known although 
there is ample evidence to show that in infancy it 
is part of the blood-forming mechanism of the body. 
Removal of the spleen is not followed by metabolic 
disturbances; thus differing from other ductless 
glands. Its function in adult life is probably that 
of a scavenger of waste matter and is no doubt 
supplementary to some other organ. 

The spleen is first evident in the foetus about the 
fifth week and arises from the mesogastrium. At 
six months the triangular shape, capsule, and mal- 
pighian vessels can be easily differentiated; the latter 
being formed by a collection of lymphocytes in the 
adventitia of the arteries. 

Splenic anemia or Banti’s disease is characterized 
by splenomegaly and a definite blood change. 
Whether the splenomegaly is the cause of the blood 
change or vice versa is unsettled although the im- 
provement following splenectomy would point to 
the former. 

In early typical cases the diagnosis is simple. 
The low color-index, absence of nucleated red cells 
and enlarged spleen are pathognomonic and exclude 
anemia of the pernicious type. In the latter stages, 
characterized by cirrhotic liver, ascites, jaundice, 
and repeated haemorrhages, differentiation is diffi- 
cult. It is likewise most difficult in children to 
distinguish between von Jaksch’s disease (splenic 
anemia of infancy) and the more adult type; the 
blood-picture of the former showing a leucocytosis, 
a variable number of marrow-cells, but a relatively 
high color-index. 

Although splenectomy is the operation of choice, 
the presence of continuous high fever is considered 
a bad prognosis. The mortality of the operation 
depends on the stage of the disease. In the Mayo 
clinic in 31 cases it has been 9.6 per cent. In a 
case occurring in a child of two and one-half years 
splenectomy was followed by complete recovery. 

Hemolytic jaundice is characterized by chronic 
jaundice, the result of hemolysis and _ spleno- 
megaly. Etiologically the splenic factor is strongly 
suspected, as marked improvement follows splenec- 
tomy, the réle of the spleen probably being similar 
to that of the thyroid in exophthalmic goiter. 

The congenital form of this disease is most com- 
mon and is usually familial. It is characterized by 
jaundice and splenomegaly from birth. The ac- 
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quired form is most common in the third decade 
and is much more severe. In both, exacerbations 
of the jaundice, malaise, headache, and haemor- 
rhages are found. The jaundice does not cause 
itching; there are no clay stools or petechia, and 
no increase in the pulse-rate as in common duct 
obstructions. Anemia is not always present in 
early cases but becomes pronounced in the later 
stages. Urobilin is usually found. 

Splenectomy is the operation of choice and is not 
only curative but has a mortality of less than 5 per 
cent. A case occurring in a boy aged nine is cited. 

Although splenectomy in pernicious anawmia has 
been tried by a number of surgeons its value re- 
mains undecided. However, it is worthy of con- 
sideration in such a uniformly fatal disease and must 
be done entirely on a speculative basis. The opera- 
tion should never be an emergency one nor one of 
last resort and should always be preceded by trans- 
fusions of blood. The general response of the pa- 
tient to this procedure is usually indicative of the 
results to be obtained by splenectomy. 

Regarding results Balfour states: ‘‘Our experience 
has been such as to lead us to believe that with fur- 
ther knowledge as to the proper selection of cases, 
splenectomy promises more certainty as to primary 
results, and probably late results, than any form of 
treatment.” P. M. CHase, 


Bagge, J.: A Complication Arising in the Treat- 
ment of a Splenic Enlargement with Thor- 
ium-X (Kine Komplikation bei der Torium X 
Behandlung des Milztumors). 7r. YJ North. Surg. 
Cong., Goeteborg, 1916, July. 

A case of Banti’s disease was treated with injec- 
tions of thorium-X. Although smaller doses than 
usual were employed marked skin changes devel- 
oped, and the Banti symptoms disappeared. 

L. A. JUHNKE. 


MISCELLANEOUS 


Barnsby: Mobile Bullets in the Abdominal Cavity 
(Rapport sur balle mobile dans la cavité abdom- 
inale). Presse méd., 1916, p. 333. 

Barnsby reports four cases: two bullets embedded 
in the epiploon, one in the sigmoidal loop, and one in 
the transverse mesocolon. ‘The latter is of especial 
interest, as it was a penetrating-thoracico-abdominal 
wound. ‘The orifice of entry was on the auxiliary 
line at the level of the seventh rib, the bullet 
remaining free in the upper part of the abdominal 
cavity about a fingerbreadth above the xiphoid 
appendix. A median subumbilical laparotomy 
was made and the bullet was found located in the 
base of the transverse mesocolon to the right of the 
vertebral column and bathed in a small abscess. 


The author calls particular attention to the follow- 


ing points: 

1. The total absence of any functional symptoms, 
either pleuropulmonary or abdominal, from the 
time of the occurrence of the injury up to the 
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twenty-third day. Gastro-intestinal disturbance, 
pain in the xiphoid appendiceal region, and an eleva- 
tion of temperature which called for surgical opera- 
tion were also noted. 

2. The trajectory of this projectile was quite 
extraordinary. It traversed the pleura, lung, 
diaphragm, passed in front of the body of the pan- 
creas, behind the stomach, and passing the head of 
the pancreas, buried itself in the transverse meso- 
colon without injuring any of these organs. 

W. A. BRENNAN. 


Silver, D.: The RGle of Visceroptosis in the Etiology 
of Arthritis Deformans. Am. J. Orth. Surg., 
1916, xiv, 513. 

Arthritis deformans (rheumatoid arthritis, chronic 
polyarthritis) is a disease of complex etiology; 
many causes being active in its inception, and simi- 
larly after it has once begun, many causes playing a 
part in perpetuating it. That certain individuals 
possess a lessened joint resistance, either hereditary 
or acquired, seems a necessary assumption. It is 
also evident that anything which lowers nerve-tone 
or affects the quality or quantity of the blood supply 
to the joints acts still further to impair joint vitality 
and so predisposes to the development of joint 
disease. ‘The accumulating evidence points to some 
focal infection especially of a mucous membrane. 

He concludes as follows: ‘‘It seems to have been 
demonstrated that the active agent in arthritis 
deformans may enter through the intestinal tract. 
This active agent is undoubtedly bacterial, probably 
most commonly streptococcic, and the intestinal 
mucosa is thus to be regarded as one of a number of 
mucous surfaces through which infection may enter 
the system. ‘Through the production of stasis 
and probably also through its influence on glandular 
secretions, visceroptosis acts to cause increased 
intestinal infection, and so favors systemic invasion; 
thus, in an individual with lessened joint resistance, 
it may be the deciding factor in the development of 
arthritis. How frequently arthritis develops in 
visceroptotic subjects, and what the proportion is 
between the number of cases of arthritis due to this 
cause and those arising from other intestinal infec- 
tions cannot now be stated.” Putuie Lewin. 


Vitrac, J.: Strangulated Diaphragmatic Hernia 
(Hernie diaphragmatique étranglée). J. de méd. 
de Bordeaux, 1916, \xxxvii, 189. 

The author reports a case coming to the hospital 
with unquestionable symptoms of intestinal ob- 
struction. Examination disclosed epigastric pain 
both spontaneous and on regional pressure. There 
was moderate dilatation of the abdomen. ‘The 
thorax gave some unilateral symptoms, abolition 
of vesicular murmurs, but neither vaulting nor ex- 
cessive sonority. These were ascribed to pulmo- 
nary congestion. 

Laparotomy did not succeed in disclosing the 
true conditions and the patient died the day follow- 
ing. Autopsy showed a large hernial opening in the 
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left part of the diaphragm behind the pericardium 
and midway between the aortic and oesophageal 
openings. The hernial ring measured 5 cm. A 
large part of the large and small intestines and 
almost all the great epiploon had herniated into the 
thoracic cavity. The condition was apparently of 
long standing, the strangulation being due to a 
second loop of small intestine becoming herniated. 

The author believes that in a laparotomy for a 
case of intestinal obstruction where the origin is 
doubtful, if it is seen that the obstacle is highly 
situated the possibility of a diaphragmatic hernia 
must never be overlooked. In order to discover 
this, if existing, the hand must be introduced under 
the concavity of the diaphragm after having 
traversed the greater curvature of the stomach. 
If such an exploration causes any doubt the opera- 
tion must be interrupted momentarily until a 
careful re-examination of the thorax is made and an 
exploratory puncture if needed. If the diagnosis 


s) 
ios) 


then becomes evident, or if thus made in the course 

of the laparotomy, thoracotomy should be done, the 

herniated viscere freed, and the hernial orifice closed. 
W. A. BRENNAN. 


Stroem, S.: Eventration and Hernia Diaphrag- 
matica from a Roentgenological Viewpoint 
Obtained from Several Cases Diagnosed with 
the X-Ray (Ueber Eventratio und Hernia dia- 
phragmatica vom roentgenologischen Gesichts- 
punkte aus anlaesslich einiger roentgendiagnos- 
tizierter Faelle). Tr. XI North. Surg. Cong., Goete- 
borg, 1916, July. 

In the literature there are over 500 cases of hernia 
diaphragmatica reported but only a few were diag- 
nosed and operated upon, and these operations 
were for incarceration. The X-ray permits a much 
more certain diagnosis and result. The author 
by means of X-ray pictures demonstrated a series 
of such cases diagnosed in this manner. 

L, A. JUHNKE. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Berry, J. M.: Observations on the Presence of 
Roentgenological Shadows Associated with 
Subdeltoid Bursitis; Also on the Presence of 
Similar Shadows in Other Parts of the Body. 
Am. J. Orth. Surg., 1916, xiv, 482. 


The author believes that it is evident that in 
certain cases of clinically diagnosed, subdeltoid 
bursitis, the roentgen ray has shown shadows in 
the region of the subdeltoid bursa, which have been 
proved by operation to be due to a calcareous de- 
posit; but it is in dispute as to just where the deposit 
occurs, i.e., in the bursa, the walls of the bursa, or 
in the tendons and bodies of the spinati muscles. 
In certain other cases, where the roentgenogram 
has shown shadows similar to the above, they have 
been observed to disappear under simple treatment, 
to exist without causing serious inconvenience, and 
to be present in at least two regions other than 
the subdeltoid, viz., over the great trochanter of 
the femur and at the knee-joint. 

The shadows may appear very shortly after an 
injury, and have been observed to disappear almost 
as quickly. They may be single or multiple, re- 
sembling the shadows of calculi but are sometimes so 
extensive as to suggest the extravasation of an 
opaque fluid in the tissues. The operative findings 
would tend to show that the shadows are due to a 
calcareous deposit but it is difficult to believe that a 
calcareous deposit could be laid down so rapidly and 
at times reabsorbed so quickly. 

Berry states that the whole subject is at present 


very confused, and that all cases should be carefully 
studied and checked up by roentgenograms, opera- 
tion when indicated, combined with careful anatom- 
ical study and chemical examination. 

Pure Lewin. 


Campbell, W. C.: Localized Osteospondylitis. J. 
Am. M. Ass., 1916, xvii, 572. 

Osteospondylitis is a new term, applied by Camp- 
bell to a local process affecting a single intervertebral 
disk. The condition is analogous to monarticular 
osteo-arthritis, or to limited spondylitis deformans 
of the hypertrophic type. The X-ray shows crescent- 
shaped lamellz of bone, thrown out from the body 
of one vertebra to its adjacent fellow, sometimes 
completely encapsulating the disk. These bony 
lamella may connect the bodies at their margins 
or may extend from the center of the exterior sur- 
face. 

Of the four cases cited by Campbell one man had 
been operated upon for appendicitis, and later for 
“adhesions,” before the true etiology had been dis- 
covered. 

In the discussion of the paper it was brought out 
that the condition is not be be construed as any- 
thing but a more or less local manifestation of a 
generalized process, and that the term ‘infectious 
arthritis of the spine” should be used instead of 
any new term. RosBert G. PACKARD. 
Freiberg, A. H.: The Evolution of Osteochondritis 

Deformans Coxz Juvenilis. J. Am. M. Ass., 
1916, Ixvii, 658. 

The author reports two cases of Perthe’s disease 

and suggests that the disease is of secondary infec- 
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tious origin. Although the deformity in the hip 
resembles that of the adult degenerative arthritis 
it differs from it in that there is no new bone forma- 
tion. Cases observed before the advent of Perthe’s 
description in 1910 were most likely called mild 
tuberculosis, and reports of recovery with full mo- 
tion of a tubercular hip probably were based on an 
erroneous diagnosis. 

The author disagrees with Legg, who has suggest- 
ed a traumatic etiology, and claims that a careful 
search of the history will reveal in most cases an 
early inflammatory condition with slight fever and 
local tenderness and spasm. For treatment he 
recommends continued fixation and regards as 
fallacious the idea that, because symptoms are 
mild and return of function practically assured, 
mechanical protection is unnecessary. He suggests 
that weight-bearing is influential in the production of 
the deformity as seen in the terminal stages. 

W. A. CLARK. 


Costa, T.: Contribution to the Pathogenesis of 
Osgood-Schlatter Disease (Contributo allo path- 
ogenesi della malattia di Schlatter-Osgood). Peoli- 
clin., Roma, 1916, xxiii, sez. chir., 215. 

The author refers to the great discrepancies among 
the various authors who have written on the patho- 
genesis of the so-called Osgood-Schlatter disease. 
He referssuccinctly to the various theories advanced, 
not only by Osgood and Schlatter, but also by Als- 
berg, Bergmann, Thompson, Kirchner, Winslow, 
Schultz, and others. 

A case is described by the author in which a boy, 
while in the act of throwing a stone, fell to the 
ground experiencing a severe pain in the right knee. 
He was, however, able to walk home, and was treat- 
ed for knee contusion. The pain and functional 
disability continued and about a month later the 
boy came under the author’s care. Examination 
showed a tumefaction clearly circumscribed to the 
anterior tuberosity of the tibia, painful on pressure, 
without ecchymosis, and without the least trace 
of osseous crepitation. On the basis of this semio- 
logic examination and the further findings obtained 
from a radiologic investigation the author concluded 
that it was a case of Osgood-Schlatter disease. 

Examination of the radiographs in this case 
showed at the level of the anterior tibial tuberosity 
a small fragment partially detached from the 
underlying osseous mass; the fragment nevertheless 
evidently was still in continuity by its superior pole 
with the tibial body. The contour of this fragment 
was irregular and it appeared to be in process of 
absorption. 

The author, subordinating the interpretation of 
the radiograph to the etiologic data, thinks that 
the boy in the throwing of the stone must have 
lacerated the rotulotibian tendon at the point in 
which it is inserted in the tibia and especially the 
underlying periosteum with tearing of the osseous 
lamella, which constitute the anterior portion 
of the tuberosity. The point of tendinous insertion 


thus diminished in resistance caused a partial func- 
tional incapacity. 

Reviewing the various pathogenetic theories the 
author selects that of Schultz, which is based on 
the principle that, following a brusque contraction 
of the femoral quadriceps, some tearing of the perios- 
teum is produced where the tendon of this muscle 
is inserted in the bone. To these periosteal lacera- 
tions, which according to Schultz result from a gen- 
eral weakness of the whole organism, there is an 
alteration in the compactness of the underlying 
bone which favors either total or partial displace- 
ment of the apophysis following a movement of the 
limb in extension on the thigh. 

The author thinks that the study of his case 
shows the truth of Schultz’ theory: 

1. In the sharp contractions of the quadriceps 
tendon. 

2. By the periosteal lacerations, especially at 
the tibial insertion with some injury of the bony 
lamella. 

3. By the incipient rarefaction of the osseous 
tissues following nutritive deficiency. 

4. From the general debility of the subject. 

He is of the opinion, therefore, that Schultz’ 
conceptions best accord with the radiographic and 
semiologic findings; and that, unless demonstrated 
to the contrary, the Osgood-Schlatter disease must 
be placed in the group of traumatic lesions, to 
trauma being added a general debility in the pa- 
tient. W. A. BRENNAN. 


Prat: Wounds of the Large Articulations Par- 
ticularly of the Knee and Hip (Plaies des grandes 
articulations en particulier genou et hanche). Bull. 
et mém. Soc. de chir. de Par., 1916, xlii, 1777. 


Prat believes that when an articulation injury 
shows evident infection it is necessary to operate 
and to do so widely. He insists on the insidious 
nature of certain arthrites, particularly those which 
result from the propagation of a fissure proceeding 
from a periarticular fracture; there is at first no 
pain, merely a progressive increase in pulse and 
temperature. 

If the infection is slight Prat drains the articula- 
tion at the lowest point after arthrotomy and ether 
lavage. If the infection is more serious and a re- 
turn of movement cannot be hoped for he makes an 
extremely large arthrotomy with which he often 
combines a synovectomy, the synovial appearing 
to him one of the principal elements for the persis- 
tence of the suppuration. 

If arthrotomy with or without synovectomy is 
insufficient and there is much bone débris to be 
cleared, a resection is called for. In all cases of 
articular lesions Prat immobilizes the joint in one 
of his special apparatus. In 6 cases of knee-joint 
injuries where operation was carried out 18 to 24 
hours after occurrence 5 recovered with movement 
and 1 with ankylosis. In 7 hip cases recovery has 
been obtained twice by simple plaster immobiliza- 
tion with continuous extension and in 1 case by 
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curettage of the head of the femur. In the 4 other 
cases, resection gave 3 recoveries and 1 death. 
W. A. BRENNAN. 


Chaput: Periarticular Abscess Complicating Sup- 
purative Arthritis of the Knee (Sur les abces 
periarticulaires compliquant les arthritis suppurées 
du genou). Bull. et mém. Soc. de chir. de Par., 1916, 
xlii, 1783. 

Chaput thinks that diagnosis of periarticular ab- 
scess is generally very difficult and very often it is 
not recognized up to the time when the abscess 
is on the point of opening in the skin, and then it is 
generally too late and incision will not cure the pa- 
tient. 

He thinks it is possible to make the diagnosis much 
earlier by taking the following signs into considera- 
tion: 

1. A considerable cedema of the limb and of the 
foot is always to be suspected when it occurs in the 
course of a knee arthritis, and very frequently it 
indicates a posterior periarticular abscess of the limb. 

2. When pressure on the thigh or on the calf of 
the leg provokes an abundant issue of pus through 
the articulation incisions, usually there is an ab- 
scess some distance away. 

3. Every knee arthritis well drained which is ac- 
companied by an abundant flow of pus or by per- 
sistent fever is in general complicated by a distant 
abscess. 

In treatment of such abscesses, success will be 
obtained only by early action and even prevention 
should be attempted by free drainage and complete 
removal of bony fragments. W. A. BRENNAN. 


MacDonald, W. M.: Contractures of the Hand 
After Wounds of the Upper Limb. Brit. M. 
J., 1916, ii, 209. 

This paper is principally a neurological survey of 
the various contractures of the hand as the result 
of war injuries. Some of the peculiarities of these 
contractures are: (1) They rarely occur in civi- 
lians, in officers, and rarely in non-commissioned 
officers. (2) They develop after slight and rarely 
after severe wounds. (3) The thumb is rarely 
affected. (4) They occur more commonly in men 
who come from certain districts and they are es- 
pecially prone to occur jin certain hospitals where the 
atmosphere is suited to the culture of functional 
troubles, yet they can not be classed as purely 
hysterical and do not often yield to psychotherapy. 

RoBertT B. Corie. 


FRACTURES AND DISLOCATIONS 


Le Breton, P.: Fracture of the Odontoid Process of 
the Axis. Am. J. Orth. Surg., 1916, ix, 549. 


The case reported is worthy of note because of the 
character of the injury, the absence of paralytic 
symptoms, the voluntary reduction by the patient 
of his own subluxation, and the gradual recovery. 


The patient, a male 22 years of age, was driving a 
wagon, while sitting on the end of a barrel. The 
barrel gave way, precipitating him forward. ‘The 
horses, startled, ran to one side into a pole, and 
one horse, backing suddenly, sat with his haunches 
on the right side of the neck and head of the patient. 
Examination revealed wry neck without spasticity 
of the muscles. The patient was in constant pain. 
There was no voluntary motion of the head; the 
cervical spine showed a crescentic curve to the 
left. A bony projection to the left of the 
median line, one and one-quarter inches below 
the occiput, was evidently the spinous pro- 
cess of the axis, displaced. This point was tender 
to pressure. Above this was a depression and 
below, down to the sixth cervical, was another de- 
pression. The finger in the pharynx discovered no 
special irregularity. Roentgenograms through the 
mouth showed a distinct fracture at the base of the 
odontoid process. A lateral view showed that the 
atlas was tipped forward, making the anterior 
line of the vertebral bodies irregular. An antero- 
posterior view of the neck showed a bend at the 
junction of the third and fourth cervical, suggesting 
a subluxation at that point. Head traction was of 
no benefit. ‘The advice of consultants was that it 
was too dangerous to attempt reduction under 
anesthesia. One week after admission to the hos- 
pital, the patient placed his right hand at the back 
of his neck and his left on top of his head and 
wrenched his head straight with considerable force. 
He felt something give and at once the steady pain 
ceased and he found he could move his head much 
more freely. 

The next morning he was sitting up in bed smiling. 
A plaster collar was applied and he left the hospital. 
Six months later he was doing very well. 

Pure Lewin. 


Ladd, W. E.: Fractures of the Lower End of the 
Humerus. Boston M. & S. J., 1916, clxxv, 220. 


Ladd reports the end-results of forty-five cases , 
of fracture of the lower end of the humerus in which 
the records were complete and the skiagrams satis- 
factory. 

These fractures occurred with much greater 
frequency in the young than in adults. The cases 
were grouped into fractures of the internal condyle, 
fractures of the external condyle, and supracondylar 
fractures. 

The best results were secured in the fractures of 
the internal condyle. Fractures of the external 
condyle required operation for replacement of the 
fragment more often than any other group. The 
position of acute flexion is most applicable for all 
fractures of the lower end of the humerus. Early 
passive motion and massage are not conducive 
to the best results. Fracture of the lower end of 
the humerus treated properly should result in a 
perfect arm in nine cases out of ten and a useful 
arm in practically every case. Roperr B. Corretp. 
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Rivett, L. C.: A Simple Method of Putting Up 
Fractures in the Region of the Elbow-Joint 
in the Fully-flexed Position. Brii. M. J., 
1916, ii, 256. 

Instead of strapping and bandaging the whole 
limb and chest in fractures of the elbow, Rivett 
introduces a simple method of corrective fixation in 
extreme flexion. He takes two strips of adhesive 
plaster 12 x 1.5 inches. The first strip maintains 
the forearm in full flexion, by encircling the arm 
just below the axilla, and the forearm just above 
the wrist, thus not interfering with the circulation. 
The second strip is applied to the back of the fore- 
arm and hand, then placed over the same shoulder 
and fixed to the back. Ropert G. PACKARD. 


Cotton, F. J.: The Treatment of Hip Fractures. 
Boston M. & S. J., 1916, clxxv, 438. 


Cotton calls attention to the “wretched results” 
in hip fractures, 50 per cent (partial or total) per- 
manent cripples resulting from the present methods 
of treatment. 

There are two classes: (1) the trochanteric which 
unite easily with much callus, and in which position 
concerns us mostly; (2) subcapitalar, where position 
and bony union, the latter often failing because of 
synovial fluid, are the problems. In the first class 
any method obtaining sufficient abduction suffices. 
The subcapitalar, if impacted and kept so, unite 
slowly. If loosened, non-union and crippling result. 

For 6 years Cotton has secured impaction in 
about 30 cases by the method of hammer impactions 
after correction and plaster spica. 

H. W. MEYERDING. 


Moore, G. A.: The Flexed Spica and Wheel Chair in 
the Treatment of Fractures of the Neck of the 
Femur. Boston M.&S.J., 1916, clxxv, 448. 

The author reports seventeen cases of fracture of 
the hip treated by means of plaster-of-Paris spica 
in flexion and abduction, thus permitting old pa- 
tients in whom danger of hypostatic pneumonia, 
decubitus, etc., are to be feared, an opportunity to 
be up and about in wheel chairs throughout the 
period of disability. H. W. MEYERDING. 


Childs, S. B.: A Plea for Conservatism in the 
Treatment of Closed Fractures from a Roent- 
genological Standpoint. Am. J. Roentgenol., 
1916, iii, 390. 

Based upon a roentgenological experience with 
over 7,000 cases of fracture, the author offers the 
following conclusions: 

1. Perfect apposition or alignment is not neces- 
sary to obtain a good anatomical or functional re- 
sult, or both. 

2. Where some anterior, posterior, or lateral dis- 
placement exists, not to exceed one-half the diam- 
eter of the shaft of a weight-bearing long bone, a 
good functional result can be expected, but a longer 
time for union must be anticipated. 

3. In Pott’s and Colles’ fractures, a proper align- 


ment of the axis of the shaft of the tibia to the astraga- 
lus, and the axis of the shaft of the radius to the 
space between the second and third metacarpals, 
although the ends of the fragments of the fracture 
are not in close apposition, will probably give good 
anatomical and functional results. 

4. In cases where doubt exists as to the probabil- 
ity of obtaining a good functional result, the patient 
should be told of the condition and allowed to choose 
between the two methods of procedure. 

5. Patients should be informed of the possibility 
of non-union resulting from constitutional conditions 
or other unknown causes, although the ends of the 
fracture are in good apposition. 

6. Probably less than ten per cent of closed frac- 
tures require an open operation for proper fixation 
of the fragments. 

7. Ununited fractures, after six to eight weeks, 
in which deficient callus formation is apparent, 
should be treated constitutionally if indications 
therefor exist, and the patient should be encouraged 
to put some weight upon the limb before operation 
is advised. Rosert B. Corievp. 


Lathrop, W.: The Sliding Graft and the Kangaroo 
Suture in Fresh Fractures; Albee Technique. 
Ann. Surg., Phila., 1916, Ixiv, 68. 


The author reports a series of 143 cases of frac- 
tures of the femur, tibia and fibula, radius and ulna, 
and patella. He operated on 41 of these cases using 
the Albee kangaroo suture, or the sliding graft, and 
reports very favorable results in all cases. He 
gives a few of the cases in detail and shows radio- 
grams of a number of cases before and after opera- 
tion. He calls attention to the tendency of the 
autogenous graft to live and grow in the presence 
of pus. 

The author’s procedure in all fresh fractures is to 
take an X-ray on admission, etherize the patient, 
reduce the fracture, immobilize, and then take sev- 
eral plates to see that the position is good. If, 
after five to ten days, the limb appears to be in good 
position as shown by measurement and examina- 
tion, it is not interfered with so far as operation is 
concerned. If, however, there is deformity, or 
overriding, he does not delay, but cuts down and 
uses either the kangaroo suture or sliding graft, and 
puts the limb up in plaster. He recommends plas- 
ter of Paris as the best means of immobilization. 

In summing up he says, that from his experience 
in several hundred cases, during the past four years, 
and having used wires, plates, nails, and later the 
Albee methods, that the latter affords by far the 
best results. James O. WALLACE. 


SURGERY OF THE BONES, JOINTS, ETC. 


Taylor, R. T.: Shortening Long Legs and Lengthen- 
ing Short Legs. Am. J. Orth. Surg., 1916, xiv, 508. 

To shorten a leg Taylor recommends the following: 
An incision 15 to 20 cm. long over the external 
surface of the middle third of the femur. Free in- 
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cision of the iliotibial fascia is made lengthwise, and 
by transverse section of it the fibers of the vastus 
externus are freely exposed, which by blunt dissec- 
tion and retractors can be separated down to the 
bone which is readily freed by muscular attach- 
ments. A special grooved director shaped like a 
sickle, with the groove on the concavity to carry a 
Gigli saw, is passed under and around the bone and 
the desired length of bone removed. An intra- 
medullary bone-peg is inserted, and bone-pegs 
through and through are used as dowels after the 
bone ends have been mortised with the upper frag- 
ment posterior. The dowels are made from a tibial 
graft. 

To lengthen a femur is a more difficult procedure. 
It should be a two-stage operation. At first the 
adductors, iliotibial band, and hamstrings are 
divided and the dowels are made from the tibial 
crest and kept in sterile salt solution on ice. At 
the second sitting, the technique described above is 
employed. Then with the circular electric saw a 
linear incision is made in the long axis of the bone 
on the outer side of the desired length, i.e., at least 
2 cm. longer than it is desired to lengthen the limb. 
With a thin rounded or guarded end hand-saw a 
half section is made on the anterior aspect of the 
bone down to the upper end of the longitudinal in- 
cision. Similarly a half section is made on the pos- 
terior aspect of the bone up to the longitudinal 
incision at the lower end. Next a_nickel-plated 
spatula is passed around the bone on the inner side 
to protect the vessels, while a small electric drill 
cuts the cortex at intervals through on the inner 
side of the bone by passing it from the outside 
longitudinal incision through the medullary cavity 
to the cortex behind. With a series of these holes, 
it is then easy with a small thin osteotome, to cause 
separation of the two halves of the mortise. Prior 
to the operation, traction apparatus is applied below 
the knee and is used until the desired lengthening 
has been obtained, when dowels are inserted in 
drill holes to hold the fragments in apposition. A 
long spica cast is then applied. Putte Lewin. 


Collie, J.: Immobility After Joint Injury. 
Lond., 1916, cxci, 228. 


Lancet, 


Fixation for long periods of time after fractures 
or dislocations is almost sure to result in adhesions 
forming in and about the immobilized joints. This 
should be prevented by early passive movements. 
Adhesions sometimes take place in as short a time 
as three weeks. They may bind together the articu- 
lar surfaces and the folds of synovial membrane in 
the joint, or they may be entirely outside the joint. 
The tendons may become adherent to their sheaths 
as a result of tenosynovitis. Attempts to break 
down the adhesions under nitrous oxide anesthesia 
in the out-patient department of a hospital is en- 
tirely wrong. The anesthesia is not sufficient to 
completely relax the muscles about the joint and 
the patient does not return on the succeeding days 
for massage and passive movements which are so 


necessary. The limb should never be bandaged or 
splinted after breaking up the adhesions. The 
muscles should be given light work at first, in order 
to coax them, as it were, gradually increasing the 
weight or the work as they become stronger. 
Rosert B. Corriep. 


Horsley, J. S.: Operative Treatment for Threat- 
ened Gangrene of the Foot. J. Am. M. Ass., 
1916, Ixvii, 492. 

The causes of gangrene are discussed, namely, 
arteriosclerosis, intermittent claudication, Ray- 
naud’s disease, obliterating endarteritis. In the 
author’s opinion, in the reversal of the circulation 
by lateral anastomosis of the femoral artery and 
vein, the blood never reaches the foot. The valves 
in the femoral vein cause an obstruction, and the 
collateral circulation takes up the increase. In 
reported cases where the procedure has shown some 
improvement the result was due to increase in the 
arterial blood in the foot. Ligature of the femoral 
vein produces the same condition. Two cases are 
reported. It is doubtful if the results vindicate 
the operation. Custis Lee Hatt. 


Borchgrevink, C.: Wire Extension (Drahtextension). 
Tr. XI. North. Surg. Cong., Goeteborg, tg16, July. 

In cases of fracture of the lower extremity the 
author recommends the application of extension by 
means of an aluminum-bronze wire brought directly 
through the calcaneus. The method is also appli- 
cable to the elbow. 

Borettus acknowledged the correct principle of 
the Steinmann extension method which is applied 
directly to the bone, but instead of the wire he ap- 
plies claw-like spring hooks to the bone to avoid 
the canal formed by driving a nail through the bone. 

L. A. JUHNKE. 


Blanchard, W.: Osteotomy and Osteoclasis. J. 
Am. M. Ass., 1916, Ixvii, 504. 

Several cases of severe rachitic deformities are 
reported which were corrected by the use of the 
Grattan osteoclast, which the author claims gives 
better results than esteotomy in children under 
twelve. 

By means of the osteoclast, osteokampsis, or bone 
stretching without breaking can be obtained, which 
has decided advantages. 

The arguments advanced against osteotomy are 
mostly theoretical. Non-union can be guarded 
against by avoiding operating in the subacute stage 
of rachitis, and avoiding epiphyseal trauma. For 
low anterior bent tibias osteotomy is preferable. 
The MacEwen osteotomy is advised in children 
over twelve or in adults. Custis Lee Hatt. 


Ryerson, E. W.: Fat Embolism in Bone Surgery; 
Incidenceand Prevention. J.Am. M. Ass., 1916, 
Ixvii, 657. 

The incubation period in fat embolism is from 
twenty-four to thirty-six hours after traumatism, 
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whether surgical or accidental. In severe crushing 
injuries this period may be reduced to three hours. 
Difficulty of respiration, characterized as_air- 
hunger, occurs when the fat enters the lung from 
the right heart. The temperature in this variety 
is not greatly elevated but the pulse and respiration 
are rapid. When the fat passes from the lung to the 
left heart and into the general circulation it inter- 
feres with the cerebral circulation, causing nausea 
and vomiting; somnolence or a comatose condition 
may ensue. The temperature in this type may rise 
as high as 106 or 107° F. Fat appears in the urine 
and sometimes in the sputum. Petechie in the 
skin may appear. 

Prophylaxis is the only satisfactory measure in 
treating this condition. ‘The employment of the 
tourniquet for one-half hour after a severe crushing 
injury or during an operation is of great value. 
Another precaution is to avoid the transportation of 
patients with such injuries. Rosert B. Correr. 


Nové-Josserand, G.: Reconstitution of Two- 
thirds of the Humerus by Simple Periosteal 
Regeneration (Reconstitution des deux-tiers de 
Vhumerus par simple régéneration périostique). 
Lyon méd., 1916, Cxxv, 357- 

Nové-Josserand cites this case to show what pres- 
ervation of the periosteum can do in war wounds. 
A soldier received a gunshot wound in the upper 
part of the shoulder in August, 1914, causing a 
complete shattering of the upper two-thirds of the 
humerus. Infection followed. On September 2, 
the humeral head was removed as well as the greater 
part of the diaphysis in the two upper thirds. Some 
large fragments were left which were not removed 
until the following May. In June, rors, radiog- 
raphy showed that only the lower third of the 
humerus remained, but there were neoform osseous 
formations of periostic origin at the site of the old 
diaphysis. One of them, 7 to 8 cm. long, was joined 
to the inferior fragment. In the superior part 
another of the same length extended as far as the 
glenoid. By September, 1915, the functions of the 
shoulder were partly re-established. ‘There was no 
important diastasis. By May, 1916, with the 
arm at rest there was a diastasis of about 2 cm. 
In activity this diastasis disappeared and the shoul- 
der became solid. Active abduction movements up 
to 45° can be made. Flexion in front is limited but 
flexion backward is very good. Elbow movement is 
normal, except that extension is limited to 45°. 

W. A. BRENNAN. 


Imbert, L., L?7Heureux, and Rouslacroix: Histolog- 
ic Examination of a Cartilaginous Graft After 
Seven Months (Examen histologique d’une greffe 
cartilagineuse datant de 7 mois). Bull. et mém. Soc. 
de chir. de Par., 1916, xlii, 1856. 


The examination of a facial graft from which 
sections were cut after seven months showed that 
it was in the process of fibrous transformation and 
that this transformation was almost completely 


realized. Any doubt may therefore be disregarded 
as to the eventual definite solidification of cartilag- 
inous grafts. W. A. BRENNAN. 


Rovsing, T.: Experiences with Arthroplasty in 
Serous Ankylosis (Erfahrungen ueber die Arthro- 
plastik bei seroeser Ankylose). Tr. XI. North. 
Surg. Cong., Goeteborg, 1916, July. 

To relieve ankylosis or to prevent it the author 
formerly injected vaseline into the joint after the 
joint membrane was taken care of. This method, 
however, can be employed only where the joint cap- 
sule is intact and can be saved. Flaps of fascia, 
as suggested by Murphy in 1894, prevent bony 
ankylosis. The author tried the method on three 
knee-joints; the result was bad in one case. It was 
successful, however, in two cases of elbow-joint 
ankylosis following fracture and in one hip ankylo- 
sis following a septic arthritis a year ago. 

In the discussion BERGMAN stated that in the 
lower extremities the static requirements are the 
most important and one ought to be satisfied to 
correct a faulty position. In the upper extremities, 
however, the joints may be mobilized in certain in- 
stances. If the shoulder is involved, a pseudo- 
arthrosis at the clavicle is perhaps the most satis- 
factory. Bergman has mobilized five joints. The 
result was good in a couple of hand cases but what 
was gained in mobility was lost in strength. It is 
very important to follow up the operation with 
diathermy. 

HAGLunp stated that the knee-joint should never 
be mobilized. The ankylosis, as a rule, begins with 
the patella and an attempt may be made to 
mobilize it. He, however, has had poor results 
with it. L. A. JUHNKE. 


Henderson, M. S.: Transplantation of Bone in 
Fractures. J.-Lancet, 1916, xxxvi, 540. 


‘The author reviews the literature of transplanta- 
tion of bone and of foreign material as outlined by 
various authors, and his conclusion is that if bone is 
transplanted, it should be from the same indi- 
vidual. In this article the author deals principally 
with the use of bone-grafts for old ununited frac- 
tures. The use of the inlay-graft rather than the 
intramedullary graft has been his mode of procedure 
in the greatest number of cases. Some detail is given 
as to the method and site of procuring the graft, 
also the after-treatment with mechanical dressings. 

C. C. CHATTERTON. 


Haas, S. L.: Transplantation of the Articular End 
of Bone Including the Epiphyseal Cartilage 
Line. Surg., Gynec. & Obst., 1916, xxiii, 301. 


In the present article Haas describes the macro- 
scopical and microscopical changes that take place 
in a growing bone after transplantation. A brief 
outline and discussion of the literature accompanies 
the article. The paper is based upon the results 
obtained in 75 experiments performed upon the 
metacarpal and metatarsal bones of dogs. In some 
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of the experiments the epiphyseal cartilage line only 
is transplanted, while in others the accompanying 
articular end or the entire bone is utilized. 

In general he finds that the epiphyseal cartilage 
line ceases to functionate in all cases after both reim- 
plantation and autotransplantation, there being a 
failure of further longitudinal growth. Microscop- 
ically there occurs a progressive degeneration with 
substitution by fibrous tissue and finally a complete 
ossification of the epiphyseal cartilage line takes 
place. The epiphyseal cartilage line is the least 
transplantable of any of the components of bone. 

The articular cartilage undergoes practically no 
changes after reimplantation, while in autotrans- 
plantation there is evidence of both degeneration 
and regeneration. The articular cartilage offers the 
greatest possibility for successful transplantation 
of the various components of bone. 

The marrow undergoes an early necrosis, after 
which there occurs a fibrous connective tissue change 
and finally regeneration of some of the marrow 
elements. 

The trabecule show early evidence of degenera- 
tion, as noted in the loss of nuclear staining. Then 
there is noticed a layer of osteoblasts about the pe- 
riphery, which later proliferate and gradually re-form 
the trabecule. 

The cortex shows an early degeneration, after 
which there takes place a new formation of osseous 
tissue from both the periosteum and endosteum and 
a limited amount from about the haversian canals. 

The least dependent the part of bone is upon its 
blood supply, the greater is the possibility of a 
successful transplantation, as is the articular carti- 
lage; while on the other hand the more dependent 
the part is upon its vascular connections the less 
likely is the possibility of a successful transplanta- 
tion, as is the epiphyseal cartilage line. 

Haas concludes that, in spite of the fact that 
each part of transplanted bone can regenerate 
independently and without any aid from the host, 
some additional factor either in the form of a chem- 
ical or a physiological stimulus or even some definite 
osseous elements from the host are essential for the 
continued life of the transplant. Although func- 
tion may play a part in the process, it is not of 
prime importance. 


Schaldemose, V.: Weight-Bearing Amputation 
Stumps (Ueber tragfaechige Amputationstuempfe). 
Tr. XI North Surg. Cong., Goeteborg, 1916, July. 

As shown by Hirsch, amputation stumps can be 
made weight-bearing by means of baths, massage, 
and stepping exercises. The author employed 
Hirsch’s principle in ten cases of leg amputation, 
but simplified the method. He performed a 
simple amputation with a large posterior musculo- 
cutaneous flap and division of the periosteum and 
bone at the same level; suture in two layers; and 
a small drain from the corners of the wound, re- 
moved on the fourth day. On the tenth to twelfth 
day stepping exercises are begun, first in bed, later 
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with the patient sitting down. The unpleasant 
sensations are soon overcome. In the third to the 
sixth week a provisional prothesis made of wood and 
plaster of Paris is applied, and after the second or 
third month the final one. All ten patients are 
now walking directly upon the stump. 

L. A. JUHNKE. 


ORTHOPEDICS IN GENERAL 


Taylor, H. L.: The Standardization of Conditions 
Affecting Posture. Am. J. Orth. Surg., 1916, xiv, 
569. 

The author’s report is based on the work of the 
American Posture League during the past three 
years. He describes in detail the principles of 
correct seating. After much study and experimen- 
tation a model was officially approved by the League, 
and seats of this type are now in use on the Brooklyn 
subway. A standard school chair was remodeled 
by the furniture committee to conform to hygienic 
standards and has proved very satisfactory in actual 
use. Kindergarten and vocational chairs have been 
designed and tested. Work is now under way on 
office chairs and will soon be started on industrial 
and auditorium seating. 

It was found that boys ready-made coats were 
being made over round-backed models and were 
therefore too loose at the back and too tight across 
the chest, pulling the shoulders forward and vir- 
tually compelling a round-back posture. The mat- 
ter was taken up with a large manufacturer and 
coats were remodeled to a correct design. Shoes 
of three types — inflared, straight, and outflared — 
have been made and tested and will soon be on the 
market. Puitie Lewin. 


Bogue, E. A.: A Prosthetic Appliance to Replace a 
Necrosed Shoulder-Joint. Am. J. Surg., 1916, 
xxx, 266. 


An apparatus to replace a necrosed shoulder- 
joint was made of vulcanized rubber mounted with 
platinum, attached by screws to the shaft of the 
humerus and the scapula, the head of the device 
having the movements of a ball and socket joint. 
The apparatus was enclosed in periosteum, and bone 
proliferation took place around it. The patient is 
said to have been able to use the arm almost 
normally. H. W. Witcox. 


A Plea for the Prevention of De- 
J. Am. M. 


Parker, C. A.: 
formities in the Healing of Burns. 
Ass., 1916, xvii, 565. 

In the treatment of burns of the third degree, 
burns destroying the skin but leaving the deeper 
structures intact, Parker aims to prevent deformity 
by fixation of the joint during the process of healing 
and for sometime thereafter, to prevent subse- 
quent contracture. The elbow, wrist, fingers, 
hip, knee, and toes should be kept extended, the arm 
should be abducted, and the foot should be at right 
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angles. ‘The use of removable plaster casts to 
facilitate dressings is most advisable. 

For the treatment of the burn itself Parker ap- 
plies overlapping ribbons of adhesive plaster directly 
to the wound, extending some distance beyond the 
margins of the burn for attachment to normal skin. 
This is done after all sloughs have separated, and the 
adhesive is changed two or three times a week. This 
adhesive dressing prevents exuberant granulations, 
reduces the amount of secretion by its influence on 
osmosis, and conserves the heat and moisture. A 
dressing of dry gauze is placed over the adhesive and 
is to be changed daily. There is no pain on removal 
of the adhesive since the zinc oxide serves even better 
than the popular “wet dressings.” 

Ropert G. PACKARD. 


Two Cases of Coxa Valga (Zwei Faelle 
North. Surg. Coung., 


Frising, G.: 
von Coxa valga). Tr. XI 
Goeteborg, 1916, July. 

In both cases reported there was an epiphyseal 
separation shown by the X-ray picture — one case 
bilateral, the other unilateral. The treatment 
consisted in reposition, and application of a plaster 
cast in the corrected position. 

HAG Lunp discussed the biological significance of 
coxa valga. In his opinion the neck angle is not 
dependent upon the static weight-bearing, but is 
determined in intra-uterine life by the muscular 
relationship. L. A. JUHNKE. 


Buelow-Hansen, von: Osteotomy, Especially in 
Coxa Vara (Ueber Osteotomie, spezicll bei Coxa 
vara). Tr. NI. North. Surg. Cong., Goeteborg, 1916, 
July. 

The author demonstrated cases of osteotomy in 
coxa vara, pes varus, and pes valgus, in which 
good results were obtained. 

GIERTSEN mentioned a case of coxa vara which 
was treated with tenotomy and osteotomy with good 
result. L. A. JUHNKE. 
Jones, R.: Disabilities of the Knee-Joint. Brit. 

M. J., 1916, ii, 160. 

The author classifies the injuries to the knee and 
outlines treatment for the various lesions. 

For sprain of the internal lateral ligament, dis- 
tinguished by pain and tenderness over the inside 
of the knee, especially at the attachments of the 
ligament, he straps the knee firmly and _ raises 
the inner side of the shoe-heel in order to divert the 
body weight to the outside and relieve tension on the 
inner side of the knee. 

The inner semilunar cartilage is closely connected 
with the internal lateral ligament and in severe 
twists the cartilage may be pulled loose with rupture 
of the ligament. Diagnostic points are: distention 
with fluid, pain on the inner side of the knee and 
tenderness, especially at a point just inside the patel- 
lar ligament over the border of the tibia. 

The knee should be extended on a posterior splint 
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for ten days, after which walking is allowed with a 
firm bandage over the knee to prevent effusion. 
After such a cartilage lesion there is sometimes an 
overgrowth of cicatricial tissue anteriorly which may 
become pinched in the joint and necessitate opera- 
tion for its removal. 

A completely displaced cartilage, indicated by 
locking of the joint, may be reduced by placing the 
patient on his back, the thigh flexed on the body 
and the knee flexed on the thigh, then, while the 
patient voluntarily and forcibly extends the leg or 
kicks, the surgeon pulls on the foot and rotates it 
inward. The leg is then held in extension for ten 
days after which the patient walks with a firm 
bandage on the knee. If the cartilage continues to 
give trouble it should be removed. With the knee 
flexed over the edge of the operating table, trans- 
verse incision is made over the anterior end of the 
cartilage far enough forward to avoid the lateral 
ligament. No fringe of cartilage must be left as it 
will cause continuation of the symptoms. The 
author has treated over 2,000 of these cases. The 
after-treatment consists in immobilization in ex- 
tension for ten days, then massage and gradual 
bending are begun. 

Rupture of the crucial ligaments may occur with 
fracture of the spine of the tibia. If the tibia can- 
not be displaced forward while extended one may 
be assured that the anterior ligament is not com- 
pletely torn, and if it cannot be displaced backward 
while flexed the posterior ligament is presumably 
not ruptured. Abnormal mobility in these direc- 
tions indicates an elongation or rupture of the cor- 
responding ligament. It is useless to attempt to 
suture the ligaments. The knee should be fixed in 
a cast or splint long enough to permit the formation 


of a healing cicatrix. 


Fracture of the spine of the tibia is indicated by a 
rigid obstruction preventing full extension, but 
should be verified by roentgen ray examination. 
If the fragment can be manipulated back between 
the condyles by fully extending the knee, manipula- 
tion with fixation is ail that is necessary, but if the 
knee cannot be fully extended the fragments must be 
removed by operation. 

Swelling of the retropatellar fat pad may follow 
any knee injury and give rise to symptoms by being 
caught in the joint on full extension. In such 
cases a cork under the heel or a brace, either of which 
will prevent full extension, should be worn until the 
swelling disappears. W. A. CLARK. 


Wallace, C.: Orthopedic Observation in the Treat- 
ment of Anterior Poliomyelitis. Arch. Pediat., 
IgtO, XXXI, 599. 

The author reports on a study of about three 
hundred cases of infantile paralysis which occurred 
during the epidemic of 1907, treated at the Hospital 
for Ruptured and Crippled, and the subsequent 
histories obtained. 

Among the interesting points noted are the follow- 
ing: 
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1. Twenty-five patients made a complete recov- 
ery, and are classed as abortive. 

2. The disease reached its height during August. 

3. The age incidence of the attack was greatest 
between one and two years. ; 

4. Permanent paralysis of some muscles of the 
lower extremity occurred in 84 per cent. 

Almost all patients who survive an acute attack 
present mechanical problems almost from the begin- 
ning. 

The orthopedic treatment of the acute stage 
should be directed toward the relief of pain and the 
prevention of the passage of nerve impulses to 
the affected nerve-cells, and this is accomplished by 
rest and immobilization in plaster-of-Paris dressings. 

In the stage of paralysis, rest in bed for two or 
three months with alcohol rubs and hot fomenta- 
tions or baths is recommended. All attempts at 
movement, especially sitting up, are restricted, and 
any tendency to contractures from overuse of 
muscle groups should be combated. 

During the period of convalescence, that is, after 
the patient begins to walk, muscle balance should 
be secured and maintained and the paralyzed 
muscles stimulated by massage, manipulation, and 
stretching. 

Braces have a large place in the treatment during 
this period as they favor functional use. Conser- 
vative treatment along these lines will obviate 
the necessity of operative correction of deformities 
later on in life in a large percentage of cases. 

H. W. Witcox. 


Ashley, D. D.: Shoes, Physiological and Therapeu- 
tic. N.Y. M.J., 1076, civ, 241. 

This is a valuable contribution to the too poorly 
understood subject of correct footwear. The au- 
thor considers first the requirements of a shoe for 
a normal foot, and points out the common faults 
found in ordinary trade shoes. 

He next considers the therapeutic shoe, modified 
to meet the symptoms of mechanical strain, weak- 
ness, and disease. Especial stress is laid upon the 
fact that many disabilities of the foot are traceable 
to the faulty construction of the heel of the shoe and 


to a too rigid heel seat. The heel is commonly too 
high with a slope forward so that the front of the 
foot is crowded into the toe of the shoe, thus favoring 
hallux valgus, hammer toe, corns, and bunions. He 
advocates the selection of a good trade shoe modi- 
fied as needed in preference to a custom made shoe. 
Children’s shoes which approach the physiological 
outline are readily obtained, the manufacture of 
men’s shoes of the right shape is increasing, but 
women’s shoes of the proper type are difficult to ob- 


tain. H. W. Witcox. 
Lovett, R. W.: A Plan of Treatment in Infantile 
Paralysis. J. Am. M. Ass., 1916, \xvii, 421. 


Lovett reviews the prime essentials in the treat- 
ment by dividing the course of the disease into three 
stages: (1) the acute or stage of onset, (2) the phase 
of convalescence, and (3) the stationary stage. 

Under the first stage the important points are 
absolute rest until the muscle tenderness has disap- 
peared, and the prevention of deformities by proper 
supportive measures to the affected muscles. 
Scoliosis is warned against, and is frequently over- 
looked at this time. 

The second stage usually lasts about two years, 
and during this period the restoration of the maxi- 
mum function of the affected muscles is most im- 
portant, and here prolonged muscle training under 
intelligent supervision is needed. Lovett warns 
against too long recumbency. ‘The patient should 
be gotten up as soon as the first stage is over, and 
if there is any tendency to deformity it should be 
corrected by the use of retention apparatus. The 
author’s experience with the various forms of elec- 
tricity does not justify its use. Massage has its limit 
in the stimulation of circulation, and local heat is of 
equal value. Underuse of the affected muscles is 
preferable to overuse, which may do a great deal of 
permanent injury. 

In the third stage the operative field of tendon- 
transplantation and fixation, astragelectomy, the 
use of silk ligaments, and arthrodesis are discussed 
with their various indications and results. The 
silk ligaments have been used by Lovett with fair 
success. Custis Lee Hatt, 
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Ridlon, J.: Two Cases of Scoliosis, Accompanied by 
Pressure Paralysis of the Lower Limbs. /. 
Am. M. Ass., 1916, |xvii, 803. 

The association of a motor spastic paralysis of 
the legs with scoliosis is regarded by the author as 
unique. 

One case occurred in a well-developed girl of 
eleven, who had a left dorsal right lumbar curvature 
with marked rotation. Two years after the first 
observation she developed a spasticity of the legs 
with exaggerated reflexes and loss of sphincter con- 


trol. Roentgen pictures at this time showed wedg- 
ing of the vertebra anteriorly and to the right. 
Neurological examination showed no disturbance of 
sensation, no evidence of cranial nerve palsy, normal 
eye-grounds, upper limbs normal, lower limbs show- 
ed greatly exaggerated knee-jerks, ankle clonus, 
and positive Babinski on both sides. The neurolo- 
gist’s opinion was that there was pressure on the 
cord in the region of the dorsal bend. After four 
months’ treatment on a Bradford frame she showed 
improvement, reflexes and ataxia diminished and 
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Babinski negative. ‘Another neurologist’s opinion 
at this time was that a secondary cord compression 
had resulted from the vertebral deformity. 

The other case was a girl of 16 who had a spina 
bifida at birth and was retarded in development. A 
left curvature of the spine was first noticed when 
she was seven. At fourteen she began to lose 
strength, especially in the legs, and finally became 
completely paralyzed in the legs. Roentgen pic- 
tures showed destruction of four of the dorsal verte- 
bral bodies from the fourth to the seventh but this 
did not appear to be due to tuberculosis. After 
six months she showed some improvement but was 
far from complete recovery. W. A. CLarK. 


Paul, W. E.: Epidural Intraspinal Tumor of Two 
Years’ Duration. Boston M.& S.J., 1916, clxxv, 
133- 

The author reports a case of intraspinal tumor 
not associated with pain, and calls attention to a 
plea made by Collins and Marks that the term atypi- 
cal be discarded from the symtomatology of cord 
tumors. Painlessly advancing tumors are not 
atypical. They form a distinct and important 
group more significant because less tangible than 
classical series. 

The principal features of the author’s case were 
numbness, loss of heat sense, preservation of sense of 
touch; later the gait became ataxic and Babinski’s 
sign was positive. At first it was thought to be a 
case of syringomyelia, but ultimately the degree 
of spinal impairment, combined with change in the 
sensory level, suggested the suspicion of a tumor, 
and a laminectomy was advised. 

At operation a tumor presented at the fifth dorsal 
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Ingebrigtsen, R.: Experimental Investigations Re- 
garding Free Transplantation of Peripheral 
Nerves (Experimentale Untersuchungen  ueber 
freie Transplantation peripherer Nerven). Tr. 
XI North. Surg. Cong., Goeteborg, 1916, July. 


Experiments on rabbits have shown that in 
heteroplastic transplantations a complete necrosis 
of the transplanted nerve occurs within twelve to 
fourteen days; whereas homo- and _ autoplastic 
transplantations show that even though a Wallerian 
degeneration occurs there is nevertheless a prolifera- 
tion of Schwann’s cells as proof of life in the trans- 
plant. The suturing was done with a vaselined 
silk thread, and the point of suture was rubbed with 
vaseline but not covered. Following autoplastic 
nerve-transplantation on rabbits numerous pro- 
liferations of nerve fibrils from the central end were 
observed, and the transplant acts as a passive splint 
for the growing fibers. One hundred days after the 
operation an electrical examination gave positive 
results and the animals had normal locomotion. 


level, irregular in outline, measuring 4 by 2 cm., and 
shown microscopically to be a fibrosarcoma. The 
patient made a perfect operative and functional 
recovery. D. L. Desparp. 


Van Zwaluwenburg, J. G.: Anomalies of the Fifth 
Lumbar in Relation to Backache. J. Mich. St. 
M. Soc., 1916, xv, 428. 


The author calls attention to the variability of 
the structure of the fifth lumbar vertebra as to 
size and position, the relation to the level of the iliac 
crests, its inclination to the vertical axis and in the 
planes of the posterior articulations. He empha- 
sizes the changes in form and size in lateral processes, 
whether elongated, truncated, flattened off, or 
otherwise shaped to conform with adjacent lateral 
bodies of the sacrum. At times they even present an 
articulation with the opposing surface. The poste- 
rior arches also may show many changes. 

When this body shows evidence of inflammatory 
changes, such as obscure articulations and lipping of 
the margins, the condition is called sacralization 
of the fifth lumbar vertebra. The abnormal weight- 
bearing of the spine in these conditions is discussed, 
and certain symptoms caused by the condition are 
carefully gone into. He believes the rational treat- 
ment ‘is rest and mechanical support. Operations 
are difficult in this region and seem to the author 
exceedingly dangerous because of resulting paraly- 
sis, and unjustified because of the tendency to 
unbalance a structure already suffering from me- 
chanical weakness. He believes the best treatment 
will be immobilization or fixation of the affected 
parts. C. C. CHATTERTON. 


NERVOUS SYSTEM 


The method certainly deserves a place in the clin- 
ical treatment of nerve defects. In the literature 
there are reported 32 cases of nerve-transplantation 
— only 2 in the last ro years. Dean employed the 
sensory portion of the radial nerve of the forearm 
to cover a defect in the radial nerve of the upper arm 
and obtained a good result. The author recom- 
mends the use of the intercostal nerves which are 
very thick and can easily be sutured. 

L. A. JUHNKE. 


Saint-Martin, E.: Some Cases of Caoutchouc 
Grafts (Note sur quelques cas de greffes de caout- 
chouc). Bull. et mém. Soc. de chir. de Par., 1916, 
xlii, 1668. 


Saint-Martin has used caoutchouc for isolation 
tubes in cases of liberated nerves, and such 
tubes have been perfectly tolerated. In a case 
where a testicle was replaced by a small ball of black 
caoutchouc the size of a normal testicle, sub- 
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sequent to castration, and without the patient’s 
knowledge, the ball was perfectly tolerated and two 
months later the patient was rid of all anxiety 
regarding the loss. 

However in seven attempts to consolidate the 
wall by sponges of caoutchouc in loops of inguinal 


hernia, all failed. The fragments of caoutchouc 
were either removed or eliminated. 

The author is of the opinion that Fieschi’s method 
should not be condemned as he attributes the failures 
to the bad quality and defective sterilization of 
the sponges employed. W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Clark, J. G.: Phases of the Cancer Problem. J. 
M. Soc., N. J., 1916, xiii, 461. 


The cancer problem is discussed from the stand- 
point of the laity and a report made of the use of 
radium in carcinoma of the uterus. The author 
holds that in the early recognition and treatment of 
cancer lies the hope of a cure. This is the motto 
adopted by the American Society for the Control of 
Cancer. He lays special emphasis on the treatment 
of ulcerated areas which have not healed promptly. 
Cancer is primarily a local disease. He thinks that 
the profession will ina short time be held responsible 
if they advise delay in a case of questionable growths. 
He does not believe that heredity plays any part in 
its development. 

Clark has found that in treating cancer of the 
cervix with radium of 1oo-milligram doses that his 
end-results are much better; that the stay in the 
hospital is considerably shortened; and that owing 
to the knowledge of the sad experience that others 
have had with the dosage, they have been able to 
avoid such results. He believes that no operation 
should be done on a cancer case previously treated 
by radium. 

Removal of the uterus in cases of cancer of the 
fundus has yielded such good results that the author 
does not feel justified in taking any chances with 
radium. In borderline cases of cancer of the cervix 
he employs radium. In doubtful cases of cancer of 
the fundus he invariably performs a hysterectomy. 
As a palliative agent the author feels that he has 
never obtained results with any other method 
that have approached in beneficence those secured 
by radium. The cloud, however, that hangs over 
radium treatment is the danger of unbridled opti- 
mism. HARRY G. Sioan. 


Heimann, W. J.: Precancerous Dermatoses. J. 
Cancer Research, 1916, i, 343. 


The author protests against the use of the term 
precancerous as applied to dermatoses. He com- 
pares the microscopic pictures found in various 
dermatoses that are usually called precancerous 
with the pictures of sections where cancer has 
already developed and finds them to be identical. 
Of all the conditions called precancerous, xeroderma 
pigmentosum is the only one which invariably is. 


The author insists that precancerous is the wrong 
term to apply to any dermatosis, because of the 
fact that cancer does not develop in a large propor- 
tion of them. He suggests that the use of the term 
dermatosis be modified with the statement that 
“the tendency is very strong that cancer will occur.” 
Harry G. SLOAN. 


Grubbe, E. H.: One Hundred Thirty-nine Cases 
of Skin Cancer Cured by X-Rays. Clinique, 
Chicago, 1916, xxxvii, 389. 


The author considers a proper selection of cases a 
prime essential for a fair estimate of the value of 
roentgen treatment in skin cancers. He regards as 
ideal cases those in which the lesion is primary in the 
skin or mucous membrane, in which no metastases 
are present, and which have not yet extended to the 
submucous structures. He believes in giving mas- 
sive doses, enough to produce decided inflammatory 
reaction, to secure best results. He prefers soft 
tubes backing up a 1 to 3-inch spark. 

In this paper he confines himself to a considera- 
tion of 155 uncomplicated cases which he has treated 
exclusively by the roentgen ray. Practically all of 
these were confirmed as to diagnosis by microscopic 
examination; 139 of them were clinically cured, 
remaining free from recurrence from one to fourteen 
years. The remaining 16 were either lost sight of 
or died from some intercurrent disease or accident. 
The abridged histories of a number of typical cases 
are included as evidence of the efficacy of the treat- 
ment. 

In conclusion, Grubbe states that in view of the 
lessened frequency of recurrence after this treat- 
ment, the decreased tendency to metastases inas- 
much as no blood-vessels are opened up for the 
spread of cancer-cells, and as it is a simple, safe, 
painless, non-confining, and non-disfiguring treat- 
ment it should be used in every case of uncompli- 
cated skin cancer. ApotrH Hartunc. 


Regaud, C., and Nogier, T.: Clinical, Histologic, 
and Radiologic History of a Myxosarcoma 
Treated by the X-Rays (Histoire clinique, histo- 
logique et radiologique d’un myxosarcome traité par 
les rayons x). J. de radiol., 1916, ii, 135. 

The authors refer to a previous series of experi- 
mental researches carried out by them on the testicle 
in which they were convinced of the impossibility 
of curing by radiosterilization. By improving the 
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technique, employing stronger doses and more pene- 
trative rays, they believed that they had arrived at 
a method of treating human malignant tumors 
with a guarantee of inocuity and an encouraging 
prospect of success. Under the improved technique 
they treated from rort to 1914 a large number of 
such tumors, and obtained remarkable retrogression 
and even apparent cure, but in only rare cases did 
they succeed in curing a cancer outside the skin 
region. 

An analysis of these observations shows many 
reasons for failure in the use of the X-rays, but one 
of the most important was quite unexpected. 
This is that the radiosensibility of a tumor to the 
X-rays diminishes according as it is subjected to 
successive doses and sometimes in a striking way. 

A detailed history is given of the X-ray treat- 
ment of amyxosarcoma situated in the right temporo- 
parietal region in a girl of twelve years. The 
sarcoma, ulcerous and inoperable, was subjected to 
11 X-ray treatments. The first two treatments 
produced considerable diminution in the size of the 
tumor, but the later treatments produced no result. 
It was evident that the radiosensibility of the tumor 
was not constantly maintained. 

In the authors’ opinion, diminution of radiosen- 
sibility is explainable by an auto-immunization of 
the neoplastic cells against the effects of the rays. 
This immunization is conditional on humoral modi- 
fication due to the resorption of the waste of necro- 
biotic cells. 

The theory and current practice of radiotherapy 
indicate that the treatment of a malignant tumor 
by the X-rays should be in successive applications, 
these being of weak or moderate intensity. Ex- 
perience has shown that this fragmental disposition 
of the dosage has no appreciable drawbacks and 
notably so in skin neoplasms. But in other cases 
fragmentation of the dosage is a disparaging pro- 
cedure because it permits auto-immunization of the 
neoplasm against the rays. This is so in volumin- 
ous breast cancers, spinocellular epitheliomata of 
the skin, and in certain sarcomata, such as the one 
now reported. 

Therefore, whenever the superficial position, the 
thinness, and the radiosensibility of a tumor gives 
hope for its radical cure by a single intense applica- 
tion of the X-rays, this method seems preferable to 
fractional doses. However, in the case of volum- 
inous neoplasms this procedure runs the risk of being 
inefficacious and dangerous, and hence the authors 
suggest a combination of surgery with radiotherapy 
as follows: 

1. A simple intense irradiation calculated to 
produce a homogeneous effect throughout the mass 
of the tumor. 

2. Immediately after this surgical curettage of 
all the neoplastic tissue. After a suitable time has 
elapsed after the first intervention, re-application of 
radiotherapy. 

This technique meets the following ends: 


SURGERY 


1. Suppression of intoxication and auto-immu- 
nization phenomena by removal of the irradiated 
tissue before its resorption. 

2. Guarantee against metastases by the vascular 
channels, resulting from the complete sterilization 
of the neoplastic cells, before surgical operation. 

3. Preparation of the neoplastic region for ulterior 
efficacious radiotherapeutic treatment by the re- 
moval of all visible parts of the neoplasm. 

4. Prophylaxis of recurrence by postoperative 
treatments. W. A. BRENNAN. 


SERA, VACCINES, AND FERMENTS 


Krotoszyner, M.; The Serodiagnosis of Gonorrheea. 
Calif. St. J. Med., 1916, xiv, 451. 

The author decided to verify or refute contradic- 
tory views upon the mooted points by trying out the 
test upon 127 individuals. 

The tests were made by means of several polyv- 
alent antigens (McNeil’s, Hirschfelder’s and that 
prepared at the laboratory of Drs. Gilman and 
Johnson). 

According to Krotoszyner, the most important 
drawback to the accuracy of the test lies in the dif- 
ference in the preparation and efficacy of the anti- 
gen. Another source of discrepancy in reactions 
may be looked for in the difference of preparing 
the antigen. In nine cases of his series examined 
with two antigens, the positive results were uni- 
formly one plus higher with Hirschfelder’s than 
with McNeil’s antigen. 

With regard to matrimony in connection with 
gonorrhoea, the test may occasionally add confusion 
instead of enlightenment. In two candidates for 
matrimony, with a former history of gonorrhoea and 
no clinical findings, the complement-fixation test 
was three plus positive and the author feels that 
some of these individuals must be considered 
chronic gonococci-carriers. 

The test exhibits its greatest value in very fre- 
quent cases of chronic prostatitis on the basis of 
gonorrhceal antecedents, and in these cases a positive 
reaction is, especially in connection with the mar- 
riage question, to be considered a strict indication 
to postponement of the step and to vigorous local 
and vaccine treatment. The best results were ob- 
tained in cases of from six months’ to three years’ 
standing. 

The author is convinced that the complement- 
fixation test for gonorrhoea, if used and interpreted 
in connection with the clinical findings, furnishes 
a valuable aid to the diagnosis of latent gonor- 
rhoea. Louis Gross. 


Leclainche and Vallée: Specific Serum Treatment 
of Wounds (Treatment sérique specifique des 
plaies). Bull. et mém. Soc. de chir. de Par., 1916, 
xlii, 1804. 

Quénu, who submitted this report, recalled the 
historical progress of the therapeutic method of Le- 
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clainche and Vallée since their first researches in 
1907. These authors, in their researches, undertook 
a double therapeutic problem: 

t. In the treatment of infected wounds they 
tried to favorably influence the local defense of the 
tissues by neutralization of the microbian germs, es- 
pecially streptococci, staphylococci, and the pyocy- 
anic germs, as well as their toxins, by means of a 
serum containing the specific antibodies of these mi- 
crobian species. 

2. Starting from a basis of facts, solidly acquired 
in veterinary medicine, regarding immunization 
against a vibrionary form of gangrene, they believed 
that they could also immunize wounded against 
gaseous gangrene, and they consequently planned 
a preventive serotherapeutic treatment against 
gaseous gangrene. 

The authors’ polyvalent serum treatment as put 
in practice is a purely local curative treatment, which 
consists in placing the polyvalent serum in direct 
contact with the diseased surface by means of dress- 
ings, inhibition appliances, or injections into cavi- 
ties. A number of reports are submitted from various 
investigators who have used the serum. These re- 
ports are grouped under the headings: (1) local 
treatment of infected wounds; (2) treatment of 
badly infected wounds with serum, either hypoder- 
matically or intravenously, and with or without 
local treatment. 

Regarding wounds of the soft parts without bone 
lesions, local applications of serum show generally 
a considerable diminution of suppuration and 
a great activity in the dermatization of the edges of 
the wounds. There is much diversity of opinion, 
however, as to the exact action of the serum on the 
microbes. In wounds with osseous lesions the results 
obtained by surgeons were generally good. The 
subcutaneous or intravenous injection of serum in the 
case of infected wounds or septicaemia, while it can- 
not replace surgical intervention is capable of ren- 
dering such intervention efficacious. 

Quénu, in commenting on these reports, asks what 
place ought to be given polyvalent serum in the treat- 
ment of infected wounds. In what manner does 
it modify the indications of surgery? He thinks that 
every new method which shows some success has a 
tendency to free itself from the restrictions imposed 
by clinical necessities. Thus the early followers of 
the Carrel method thought they could, without dan- 
ger, reduce the amount of clearance in wounds. 
One who followed this procedure had very deplor- 
able results in 20 cases treated: 3 deaths, 4 ampu- 
tations, 5 stationary, and 8 cured. 

The mechanical early and complete clearance of 
the wound is essential to success. 

Polyvalent serum is not an antiseptic; it does not 
kill the microbe; its action is neutralizing by favor- 
ing microbe enemies, by neutralizing toxins, and 
by facilitating the proliferation of reparatory tissue. 
Serum is not a direct combatant of infection, but 
an auxiliary. 


Therefore, it isnot astonishing that wounds treated 
by polyvalent serum should still contain microbes, 
sometimes abundantly, even when the local and 
general state shows distinct improvement. What- 
ever may be the mode in which the serum acts, this 
mode of action implies the necessity of direct con- 
tact with the injured tissues. Its action, therefore, 
will be favored by operatory procedures, which 
open up and expose these tissues as much as pos- 
sible, and by the surgical removal of foreign bodies 
or débris. Surgical action gives a maximum value 
to the effects of useful solutions, and especially to 
that of polyvalent serum. 

Regarding the failures of serotherapy, it is well 
known that the antibodies necessary for defense 
must be specific, not alone against the species, but 
against the microbian genus. In all attempts at 
immunization, therefore, with the use of such com- 
plex injections there must be a great deal of 
speculation. On account of such contingencies a 
close alliance is necessary between the clinic and the 
laboratory. The fact that some observations show 
contra-indications or failures does not imply that 
serotherapy is a failure or detract in any way from 
the results already obtained from it. 

In the case of old wounds, with or without sep- 
ticemia, Quénu thinks that, while experience is 
sufficient to attest the fact that polyvalent serum 
ought to be included in the means at disposal against 
infection, it is not yet sufficient to formulate pre- 
cise rules to be laid down with regard to the indi- 
cations for its employment; more clinical experience 
is necessary. 

The task of arriving at a definite conclusion as to 
the value of the method is rendered more difficult 
by the inequality of the observations submitted, 
by the small number of truly scientific observa- 
tions, and by the lack of organization in the carry- 
ing out of experiments. The same applies to 
the attempts made to use polyvalent serum as a 
preventive of gaseous gangrene. 

W. A. BRENNAN. 


BLOOD 


Fralick, W. G.: Induced Leucocytosis as an Aid to 
Surgery. Med. Times, 1916, xliv, 249. 


The data of 12 cases is reported. In 9 of them 
digalen was administered orally over a period of 
time which did not exceed four weeks. In 3 of the 
cases digalen (1 ccm.) was given intravenously, in 
one of which the second count was made one hour 
after the injection. In 8 of the cases the patients 
were under treatment for ailments which seemed to 
contra-indicate the exhibition of an anesthetic 
until after the results produced in them by the 
digitalis treatment. 

The increase of the number of leucocytes ob- 
served in the cases was as follows: 
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Total leucocytes Polynuclear leucocytes 
Case Time Increase |Percentage| Increase’ |Percentage 
bs of increase of oO increase of 
! leucocytes | leucocytes | polynuclei | polynuclei 

I Aiter 4 weeks 4000 560 3050 | 67 

2 After 3 weeks 5160 60 | 4020 | 82 

3 After 3 weeks 2500 27 | 1875 | 28 

4 After 2 weeks 2000 20 |} 4520 | 30 

5 After 3 weeks 700 8 | 770—I; 12 

6 After 3 weeks 2700 36 2240 45 

8 After 8 days 800 12 520 fa 


INTRAVENOUS INJECTION 














10 “After 1 hour 3000 4) 2340 52 
Il After 3 days 7300 155 5850 176 
12 After 3 days 7900 87 6t50 2s 





There was neither increase nor decrease of the 
leucocytes in case 7 nor in case 9 after two weeks’ 
medication. Epwarp L. CorNeELL. 


Dearborn, G. V.: Some Practical Notes on Blood- 
Pressure. Med. Rec., 1916, xc, 487. 


Attention is called to the many pitfalls in reading 
blood-pressure as usually taken by the ordinary 
physician. 

Blood-pressure measurements, as they are taken 
at present by the majority of busy practitioners, are 
likely to be more misleading than significant; it is 
only by repeating the measurements each minute 
(or each two minutes) for a half hour or less, and on 
several successive days, care being taken in inter- 
pretation to avoid all known sources of high pres- 
sure, that one can be sure of having a significant 
set of measurements. 

The author has charted all his blood-pressures in 
nine groups. He draws the following conclusions 
therefrom, which show that: 

1. Blood-pressure is raised by tones of 
pleasantness, and notably by anxiety. 

2. In some cases, but by no means in all, it ap- 
pears to be lowered by all relaxing pleasant feelings 
and pleasurable sensations. 

3. Itis raised by ideational brain action, especial- 
ly by the voluntary work of the entire cortex. 

4. The blood-pressure appears to be an index of 
anxiety in the person’s mind, conscious or sub- 
conscious, and may be so used, to some extent, for 
diagnostic purposes in psychopathology, ete. 

5. The blood-pressure is, in general, as variable 
in adults as in children; in fact, the widest normal 
variation the author ever noted occurred in an 
individual, apparently normal, who was approach- 
ing the age of 60. 

6. There is a marked degree of reciprocity be- 
tween different parts of the body. 

7. The diastolic is as variable, in many cases, as 
is the systolic pressure. 

8. The deliberate relaxation of the voluntary 
muscles readily and greatly lowers the pressure. 

g. There are evidences of the frequency of a 
vasomotor neurosis whose pressor effect is great 


un- 





and lasting enough to thoroughly mislead the clin- 
ician who mistakes it for the ‘‘anticipation of a 
nephritis,” for arteriosclerosis, or for a sign of gout or 
of Raynaud’s disease. Low blood-pressure seldom 
has any more sinister significance than has low heart- 
rate. 

There are frequent suggestions, especially in the 
diastolic records, of a rhythmic pressure variation 
of from 15 to 30 millimeters, in waves from to to 
30 minutes long. To overcome these variations 
as much as possible the following suggestions are 
made: 

1. Twenty minutes instead of one should be 
used in determining a blood-pressure and the pro- 
cedure should be carried out on several days in- 
stead of on one day only, as is the common custom. 

2. No one should interpret any measurement of 
the blood-pressure save as an algebraic balance of 
two dozen or so factors and modifiers. 

3. A patient must not be acutely anxious or 
““scared.”? He must not be allowed to worry about 
anything, for anxiety raises the blood-pressure and 
may even sustain it indefinitely. 

4. Keep in mind the frequent occurrence in per- 
sons of chronic nephritis age of a pressor vasomotor 
neurosis, or at least something that acts like one. 

“SDWARD L. CORNELL. 


Cadbury, W. W.: Studies in Blood-Pressure, with 
Especial Reference to Diastolic and Pulse- 
Pressure Readings. Arch. Int. Med., 1916, xviii, 
317- 


The purpose of the present paper is to em- 
phasize the valuable data obtained from diastolic 
and pulse-pressure readings. The material form- 
ing the basis of this study consists of the hospital 
records of 305 patients who entered the medical 
service of the Peter Bent Brigham Hospital during 
the years 1913, t914,and 1915. ‘These 305 patients 
were selected from the first 3,000 admissions to the 
wards, being all of those who had at least one reading 
of systolic pressure of 160 mm. of mercury, or more, 
and in whom at least two tests of the pressure were 
made. Since it is customary to make two or more 
tests of the blood-pressure in all medical cases show- 
ing hypertension or hypotension, and since at least 
one test is made of every patient admitted, the auth- 
or’s study comprises very nearly all the cases of 
hypertension seen in the medical service during 
these three years. The Faught mercury manometer 
instrument was used in this work and the readings 
were made by the auscultatory method. From his 
study the author concludes as follows: 

1. In the wards of a general hospital hyperten- 
sion occurs almost as frequently in females as in 
males. 

2. About 68 per cent of cases of hypertension are 
found in patients between 40 and 69 years of age, 
the greatest number occurring between the ages of 
50 and S09 years. 

3. Almost three-fourths of the cases, 72.8 per 
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cent, had definite signs of chronic nephritis. Ar- 
teriosclerosis was also common. The next most 
common conditions were circulatory disturbances, 
chronic myocarditis, or valvular lesions. 

4. If several specimens, of urine are examined, 
albumin is usually to be found at some time in 
cases of hypertension. If it is persistently absent, 
the cause of the high blood-pressure is generally 
vascular or cardiac disease, and not renal. 

5. The readings of the phenolsulphonephthalein 
test vary inversely with the average systolic and 
diastolic readings, this ratio being especially notice- 
able in diastolic readings. 

6. The blood urea nitrogen varies directly with 
the average systolic and diastolic readings. 

7. In hypertension cases with a normal heart 
load of 40 to 60 per cent, 85 per cent had chronic 
nephritis. Of those cases in which the load was 
under 40 or over 60 per cent, only about 70 per cent 
were cases of nephritis. When the load was 
under 40 per cent the prognosis proved to be most 
unfavorable, but there were several cases without 
signs of cardiac decompensation. Among those 
whose heart load was 4o to 60 per cent, only 28 
per cent gave signs of cardiac decompensation; of 
those whose heart load was 61 to 99 per cent, there 
were 59 per cent with cardiac decompensation, and 
of those whose load was 100 per cent or more, 66 
per cent showed signs of cardiac decompensation. 
Hypertrophy of the heart without decompensation 
was most common in cases with a normal load; 
when the load was too per cent or over there were 
the fewest cases of heart hypertrophy without de- 
compensation and the greatest number of decom- 
pensated hearts. 

8. Subnormal diastolic pressures suggest the 
presence of aortic regurgitation and the absence of 
chronic nephritis. With the rise in diastolic pres- 
sure the incidence of aortic regurgitation rapidly 
decreased and the percentage of nephritis steadily 
increased, much more consistently than when the 
systolic pressure alone was examined. 

g. During the hospital treatment there was 
usually a decrease in thesystolic, diastolic, and pulse- 
pressures, but this was more frequent with the sys- 
tolic than with the diastolic or pulse-pressure. The 
pressures may rise or remain about the same. 

to. In cardiac decompensation the effect of 
digitalis was rather to increase pulse-pressure and 
systolic pressure and cause a fall in the diastolic 
pressure. 

11. Deaths in hypertension patients most fre- 
quently occurred between the ages of 40 and 60 
years, and the underlying condition was either 
chronic nephritis or chronic disease of the heart, or 
a combination of the two. More than half the 
deaths occurred with symptoms of uremia or apo- 
plexy. Twenty-eight per cent died with signs of 
progressive heart-failure. The patients in more 
than half the fatal cases had had a systolic pressure 
of over 200 mm. and 86 per cent had had diastolic 
pressure of over 100 mm. GrorceE E. BEILBy. 


Tunnicliffe, F. W., and Stebbing, G. F.: The In- 
travenous Injection of Oxygen Gas as a Thera- 
peutic Measure. Lancet, Lond., 1916, cxci, 321. 


Experiments have been carried out repeatedly 
upon animals to show the effect of intravenous in- 
jection of oxygen. The authors’ work was done 
wholly upon man and the series includes several 
desperate cases with marked cyanosis. He found 
that from 500 to 1,000 ccm. of oxygen can be in- 
troduced into the veins at the rate of from 600 to 
1,200 ccm. per hour. Cyanosis and dyspnoea are 
rapidly relieved. The rate usually used was 500 
ccm. per hour. The more cyanosed the better is 
a rapid rate tolerated. The object of the paper is 
merely to point out the possibility of this method 
as a therapeutic agent. J. H. SKIves. 


Bardier and Clermont: Arterial Contractility and 
Stovaine in Connection with Blood-Transfusion 
(A propos de la transfusion du sang contractilité 
artérielle et stovain). Presse méd., 1916, p. 425. 

Both in man and in animals the radial artery, on 
account of its anatomic constitution, very easily 
contracts under the influence of the mechanical 
excitation produced by its denudation in blood- 
transfusions, etc. In blood-transfusions the valua- 
tion of the sanguinary withdrawal depends on many 
factors, such as the dimensions of the artery, the 
arterial pressure, and the intensity of the arterial 
pulsations. 

Bardier and Clermont propose to utilize the vaso- 
dilatory action of stovaine in overcoming the vaso- 
constrictor reflex of the radial artery. Experiments 
made by treating the arterial wall with a stovaine 
solution of 1:20 showed that there was a disappear- 
ance of constriction, and the arterial diameter re- 
sumed its normal dimensions, pulsations were clearly 
felt, and the blood flow regular. Clinically these 
results have been verified in two transfusions done 
in the ambulance service. The method according 
to the author is simple and is capable of reducing the 
measurement of withdrawals in blood-transfusions 
to a regular and uniform method. 

W. A. BRENNAN. 


BLOOD AND LYMPH VESSELS 


Gebele: Aneurisms Due to Gunshot Injuries 
(Ueber Aneurysmen durch Schussverletzungen). 
Beitr. z. klin. Chir., 1916, c, Kriegschir. Heft, 35. 

In the Franco-German War of 1870-71 there were 
reports of only 44 gunshot injury aneurisms on the 
German side. In the Russo-Japenese War 88 cases 
were reported. In the war of 1912~13, there were 105 
cases in the Servian army. In April, 1915, Bier at 
Brussels reported on 102 aneurisms observed in the 
present war, 100 of which had been previously re- 
ported. 

Gebele now reports on 12 cases of aneurisms ob- 
served by him in the Reserve Hospital at Munich 
from October, 1914, to January, 1916, and reviews 
the treatment of war aneurisms at length. Clinical 
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details of his cases are given. Seven of Gebele’s 
cases were treated by ligature and 5 by suture of 
vessels, 3 of the latter being lateral and 2 circular 
sutures. There was one vein-transplantation. Of 
the operated cases 8 were rendered fit for service, 
2 became unfit, 2 cases (one of which was an abso- 
lutely hopeless case) died. The ligatures were not 
followed by gangrene. 

Vascular suture is the ideal operation and is the 
treatment of choice in gunshot aneurisms if fitness for 
future service is to be expected. Fitness is only 
to be expected in a lesser degree after ligature. Un- 
fortunately vessel suture cannot always be executed. 
In infection suture is contra-indicated because of 
the danger of thrombosis and secondary hemor- 
rhage, to which Bier, von Bonin, Hotz and others 
also refer. In such cases ligature is advised. 
Ligature is permissible in smaller vessels, in which 
the interruption of the circulation is without danger. 
Bier has drawn rather narrow limits for this, con- 
fining the procedure to the A temporalis, the A 
occipitalis, the A ulnaris, and the A tibialis antica. 
Hotz, however, stretches the limit and includes the 
carotis externa, the meningea media, the truncus 
thyreocervicalis, the cubitalis, and peronea. With 
regard to ligatures at the site of the injury when there 
is an acute hemorrhage, Hotz has recommended in 
such cases probing of the vessels in the periphery 
of the tumor, clamping, reopening of the sac, and 
exposure of the vascular injury. If branches com- 
municate within the temporary compression ham- 
orrhage continues. Then digital compression with- 
in the aneurism is necessary, and suture or ligature is 
indicated. 

In acute hemorrhage Bier recommends suture of 
the bleeding wound, tamponade of open cavities, 
suture of the surface wound, and compression ban- 
dage. The primary staunching of the blood must 
be the final one; that is, suture of the vessel must 
follow immediately. In aneurisms one should 
never be satisfied with ligature on the affected spot. 
In a vital haemorrhage ligature is only the primary 
act of definite blood staunching. ‘Thus Gebele 
has observed a mortal hemorrhage from an aneurism 
of the carotis externa in spite of its being ligated. 
He considers that the extirpation of the sac in old 
aneurisms is necessary, if thereby nerve adhesions 
and nerve paralysis can be obviated. 

There is no certain criterion of collateral circula- 
tion. According to Moskowicz, collateral circula- 
tion depends upon the power of the heart, the con- 
dition of the vessel-walls, and anatomic anomalies. 
According to von Bonin there are also to be con- 
sidered the age of the patient, the site of the aneurism, 
the state of the tissues there, and the treatment of 
the vein. Hotz disputes the assertion that the 
extremity is more exposed to necrosis, the more 
centrally the ligature is placed. Ligature of the 
axillaris and femoralis communis is said to be with- 
out danger; whereas ligature of the femoralis under- 
neath the profunda or of the brachialis underneath 
the circumflexa humeri is hazardous. Ligature of 
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the poplitea is said to be almost always followed 
by gangrene. Hotz is further of the opinion that 
collateral circulation is unfavorably influenced by 
hemorrhage and tissue infiltration. 

In examining the collateral circulation Gebele 
makes use of the method of Coenen (Henle) which 
comprises: compression of the arteries, section 
of the vessels, and ventilation of the peripheral 
vascular extremities. Should blood issue from the 
peripheral end, there are, according to Coenen, 
sufficient collaterals present. It is emphasized, 
however, that this is not certain if the blood then 
comes from the capillaries about the outer periphery 
of the extremity. When after sectioning the artery 
there is a negative result there remains only the 
use of the suture. According to von Frisch the 
indication of a venous reflex is an essentially much 
more certain sign of the peripheral blood sufficiency 
than the arterial haemorrhage from the peripheral 
stump. 

Collateral examination according to Korotkoff, 
i.c., compression of the artery above the aneurism 
and the determination of the blood-pressure ac- 
cording to the Riva-Rocci method in which the 
blood-pressure should contain at last 30 mm. 
quicksilver, is believed by Dilger, von Bonin and 
others to be unreliable. 

Moskowicz, who has introduced and recommended 
active hyperemia for the determination of the height 
of the arterial closure in gangrene of the foot, uses 
as a collateral indication a rubber bandage, which 
he applies for two minutes below the aneurism. 
Then he presses the artery against the bone until 
all pulsation in the sac has ceased. If the collaterals 
are able to perform their duty, then hyperemia 
should react upon anemia. Instead of the tube- 
bandage, Moskowicz says it is sufficient to raise the 
arm or leg and lower the body. Plenteous hyper- 
wmia in spite of compression of the main artery is, 
in Moskowicz’s opinion, a positive sign of sufficient 
collateral circulation. In all cases in which this 
trial of hyperemia results negatively, if the con- 
dition of the patient does not require immediate 
operation, Moskowicz repeats the compression 
treatment until the hyperemia trial becomes posi- 
tive. In operations which cannot be postponed, 
or when the carotis is involved, he recommends the 
contraction of the nutrient artery and the introduc- 
tion of the collateral circulation by free transplanta- 
tion of fascial strips. 

Owing to the impossibility of ascertaining the 
value of the collateral circulation without fail, the 
operating surgeon is forced to adopt suture wherever 
possible, rather than ligature, in the treatment of 
gunshot aneurisms. A triumph of suturing is the 
reimplantation of shot-away extremities, which 
operation has been successful in a few cases. Thus 
Jeger, shut up in the fortress of Przemysl, and un- 
fortunately dying a Siberian prisoner, cured with 
good functional result a gunshot wound of the upper- 
arm, with injury of the basilic vein of the brachial 
artery and connected veins, with separation of the 
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median and ulnar nerves of the biceps muscle, the 
brachialis internus, and the triceps, as well as a frac- 
ture of the humerus at the juncture of the upper to 
the middle third. W. A. BRENNAN. 


Reid, M. R.: Partial Occlusion of the Aorta with 
the Metallic Band; Observations on Blood- 
Pressures and Changes in the Arterial Walls. 
J. Exp. Med., 1916, xxiv, 287. 


In all except one of the aortic experiments of 
Halsted and the author the constricting aluminum 
band was applied to the abdominal aorta below its 
inferior mesenteric branch. At the time of their 
final observations on these animals records were 
made of the blood-pressures in the femoral and caro- 
tid arteries. Obviously, in order to draw any con- 
clusions as to the effect of the band on the blood- 
pressure below the site of the constriction, the 
normal relation between the pressures in these two 
vessels must be known. 

In a series of experiments performed by Dawson 
on dogs, it was learned that the pulse-pressure in 
the femoral artery is normally about twice as high 
as in the carotid. The femoral systolic pressure is 
higher and the diastolic pressure lower than the 
corresponding pressures in the carotid artery. 

After partial occlusion of the aorta the systolic 
pressure in the femoral is markedly lowered. This 
lowering of the systolic pressure is due mainly to a 
fall in the pulse-pressure, for the diastolic pressure 
remains almost stationary, or may be actually in- 
creased. In the cases of most marked dilatation the 
femoral pulse-pressure was only about one-half the 
carotid pulse-pressure, while the femoral diastolic 
was actually greater than the carotid diastolic pres- 
sure. 

During the first hour after the application of a 
moderately tight band the femoral pressures undergo 
marked changes. At first the systolic and diastolic 
pressures are both lowered. In a few minutes the 
diastolic pressure may become even greater than 
before the application of the band, while the systolic 
is still subnormal. 

After complete occlusion of the aorta the normal 
blood-pressure relation between the femoral and 
carotid arteries may, ultimately, in some instances, 
be re-established. 

In some cases in which the band has been loosely 
applied, only slight gross alteration in the wall of the 
vessel under the band is found, even after six months. 
On removal of the band the plications of the wall can 
be unfolded, and the intima presents a smooth, 
normal looking surface. 

For a short distance below the site of the band 
there is usually a definite atrophy of the elastic and 
muscular tissues. The connective tissue through- 
out the wall of the artery seemed to be little affected 
in amount in the dilated portion of the vessel. 

At the site of the band the new wall that forms 
over it is composed mainly of fibrous tissue. Thus 
far none of the author’s cases has shown regeneration 
of the elastic tissue in this new wall, he states. 


In the fibrous cord which occasionally forms under 
the tightly rolled band no remains of the vessel wall 
have been found. It is thought probable that the 
original arterial wall undergoes complete atrophy 
and absorption in these cases, and that the cylindri- 
cal cord found under the band consists of new 
tissue which, growing in from above and below, 
replaces the old. This cylindrical fibrous cord may 
be highly vascularized. The author has found no 
evidence of union bet ween the apposed intimal sur- 
faces. Georce E. Bernpy. 


Halsted, W. S.: An Experimental Study of Cir- 
cumscribed Dilatation of an Artery Immedi- 
ately Distal to a Partially Occluding Band, 
and Its Bearing on the Dilatation of the Sub- 
clavian Artery Observed in Certain Cases of 
Cervical Rib. J. Exp. Med., 1916, xxiv, 271. 

From a careful study of the original reports of 
716 cases of cervical rib, Halsted found that aneurism 
or dilatation of the subclavian artery was noted in 
27 or more of them, including 6 in which the surgeon 
believed that the vessel was abnormally large, and 
2 in which the aneurism appeared promptly after 
removal of the supernumerary rib. He _ believes 
that there may have been other instances of dilatation 
of the subclavian associated with cervical rib, in 
which the amount of arterial expansion could not 
be determined in the lack of a standard of com- 
parison. 

This experimental study is based upon observa- 
tions upon 30 dogs with aortic constriction. In 
these 30 dogs there was pronounced dilatation for a 
short distance of the vessels below the band in 7, 
or 23.3 per cent. 

From Halsted’s observations and experiments he 
believes that the intimal surfaces of arteries brought 
intact in apposition, whether by ligature or by band, 
have never united. This, he states, is at variance 
with the quite universally accepted view that un- 
crushed intimal surfaces if brought gently in con- 
tact adhere and thus occlude the artery. In the 
author’s opinion the pressure necessary to bring 
about the complete closure of the aorta causes atro- 
phy of the arterial wall under the band, and union 
of the apposed surfaces thus deprived of their blood 
supply does not occur. 

The process of occlusion, he believes, is some- 
what as follows: The death of the arterial wall 
having been brought about by the pressure of the 
band, a gradual substitution or organization of the 
necrotic tissue takes place, the new blood-vessels 
penetrating it from both ends. The absorption of 
the lifeless wall proceeds co-ordinately with its 
vascularization or organization. He gives the 
following summary of his study: 

1. A partially occluded artery may dilate distal 
to the site of constriction. 

2. The dilatation is circumscribed. 

3. When the constriction has been either slight 
in amount or complete, dilatation has not been 
observed. 
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4. The dilatation was greatest when the lumen of 
the artery (the aorta) was reduced to one-third 
or perhaps one-fourth of its original size. 

5. Dilatation or aneurism of the subclavian artery 
has been observed twenty-seven or more times in 
cases of cervical rib. 

6. The dilatation of the subclavian is circum- 
scribed, is distal to the point of constriction, and 
strikingly resembles the dilatation which has been 
produced experimentally. 

7. The genesis of the experimental dilatation and 
the subclavian dilatation occurring with cervical rib 
is probably the same. 

8. When the lumen of the aorta is considerably 
constricted the systolic pressure may be per- 
manently so lowered and the diastolic pressure so in- 
creased that the pulse-pressure is greatly diminished. 

9. The experimentally produced dilatations and 
the aneurisms of the subclavian artery in cases of 
cervical rib are probably not due to vasomotor 
paralysis, trauma, or sudden variations in blood- 
pressure. 

10. The abnormal, whirlpool-like play of the 
blood in the relatively dead pocket just below the 
site of the constriction, and the lowered pulse- 
pressure may be the chief factors concerned in the 
production of the dilations. 

11. Intimal surfaces brought, however gently, 
in contact by bands or ligatures do not, in the 
author’s experience, unite by first intention, for 
the force necessary to occlude the artery is sufficient 
to cause necrosis of the arterial wall. 

12. Bands, rolled ever so tightly, do not rupture 
the intima. 

13. The death of the arterial wall having been 
brought about by the pressure of the band, a grad- 
ual substitution of the necrotic tissue takes place, 
the new vessels penetrating it from both ends. The 
author believes it is in this manner that an artery 
becomes occluded, and it is thus that a fibrous cord 
forms within the constricting band. 

Grorce FE. Beitsy. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Stewart, G. N., and Rogoff, J. M.: The Spontaneous 
Liberation of Epinephrin from the Adrenals. 
J. Pharmacol. & Exp. Therap., 1916, viii, 470. 

It has been stated by various writers that epi- 
nephrin is liberated from the adrenals under experi- 
mental conditions in the absence of artificial stimu- 
lation of the splanchnics, and that the liberation is 
dependent upon the integrity of these nerves. 
This liberation may be conveniently designated as 
spontaneous, without implying that it is necessarily 
a physiological process and not excited merely by 
the abnormal sensory stimulation, the anesthesia, 
and other factors connected with the experiment. 

In the present condition of the question whether 
epinephrin is normally, or at least under experimen- 
tal conditions, given off to the blood by the adrenals 


in the absence of artificial splanchnic stimulation, 
it seemed desirable to the authors to try methods 
less open to objection, especially so far as the deter- 
mination of the amount of epinephrin liberated 
is concerned. As regards the further question 
whether after section of the splanchnics the dis- 
charge is completely abolished or only diminished, 
they do not see how it is possible to answer it by the 
aid of methods which permit the development of 
the pressor substances in the shed blood and depend 
upon vasoconstrictor reactions of the test objects. 

The authors have endeavored to overcome this 
difficulty by using a method which does not require 
withdrawal of the blood to be tested, namely, collec- 
tion of adrenal vein blood in a pocket of vena cava, 
which is then released. The presence of epinephrin 
in the blood is deduced from its action upon the 
denervated iris or nictitating membrane, and upon 
the blood-pressure of the same animal. The identi- 
fication of the change in the blood-pressure curve 
produced by epinephrin is greatly assisted by simul- 
taneous observation of the eye reactions. The 
amount of epinephrin liberated can be estimated 
by imitating the effect on the blood-pressure curve 
by the injection of appropriate amounts of adrenalin 
in salt solution. 

Cats were employed in the great majority of the 
author’s experiments. A few dogs were used for 
special points. 

The spontaneous liberation of epinephrin has 
been studied (in the cat) by means of the (dener- 
vated) eye reactions and the blood-pressure changes 
caused by blood from the adrenals when permitted 
to pass into the circulation from a pocket of the 
vena cava in which it has been collected in known 
amounts and for known periods of time. 

Since the blood is not withdrawn from the 
vessels, the uncertainty introduced by the rapid 
development in the blood of pressor bodies which 
simulate the action of epinephrin on some of the 
objects most generally used in biological tests for 
that substance is eliminated. 

The simultaneous observation of the eye reactions 
greatly aids in the interpretation of the blood-pressure 
curves when the amount of epinephrin is small. 

The approximate assay (without withdrawal of 
blood) of the epinephrin in the blood collected in the 
cava pocket from the adrenals by the injection 
of varying doses of adrenalin generally presents no 
difficulty. It must be repeated from time to time 
in the course of an experiment when the condition 
of the animal changes. ‘The amount of epinephrin 
spontaneously liberated in cats was found to vary 
in different experiments within a rather narrow 
range considering the differences in the conditions 
(from 0.0008 to 0.0028 mg. per minute per animal, 
or from 0.0003 to 0.001 mg. per minute per kilo 
of animal). 

After section of both sympathetic trunks in the 
thorax near the diaphragm, including the major 
splanchnics, the spontaneous liberation of epi- 
nephrin is completely abolished. Division of the major 
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splanchnics in the abdomen does not necessarily 
cause total cessation of the secretion in all cats. 
In one animal a detectable amount was still liberated, 
but the liberation was entirely stopped when all 
the fibers coming to the semilunar ganglion were 
cut. : 
The fall of blood-pressure caused by section of 
both splanchnics has nothing to do with the failure 
of the adrenals to liberate epinephrin, the authors 
state. For when the nerves of the right gland alone 
are divided and the left adrenal vein clipped, the 
blood collected from the right adrenal in the cava 
pocket yields no epinephrin reactions on release of 
the pocket. 

Although, as is known, cats survive indefinitely 
the removal of one adrenal and division of the nerve 
supply of the other, no detectable epinephrin was 
found in the blood coming from the remaining adre- 
nal five weeks after the operation. Good reactions 
were obtained on massaging the gland. 

No increase in the epinephrin liberation was de- 
tectable when sensory nerves (brachial) were 
stimulated. If any increase was produced by 
asphyxia in the author’s observations it was very 
slight. GrorcE E. Beitpy. 


Marshall, E. K., Jr., and Davis, D. M.: The In- 
fluence of the Adrenals on the Kidneys. J. 
Pharmacol. & Exp. Therap., 1916, viii, 525. 

In the course of an investigation on the distri- 
bution of urea in body fluids and tissues, the authors 
had occasion to analyze the tissues from two dogs 
which had died as the result of double adrenal extir- 
pation. These showed about five times the normal 
content of urea. This rather suggested that after 
the removal of the adrenal glands from animals 
there exists either a condition of renal insufficiency 
or a greatly increased protein catabolism. The 
present investigation was undertaken to determine 
whether an accumulation of nitrogenous products in 
the blood and tissues was a constant condition after 
complete removal of the adrenal glands, whether 
increased protein catabolism or renal insufficiency 
or both were essential to explain these changes, and 
whether or not an interrelationship between the 
adrenals and kidneys existed. 

In operating, the adrenal was removed through a 
lumbar incision starting near the costal margin and 
running generally parallel to the fibers of the trans- 
versalis muscle. The lumbar vein was tied and 
cut on both sides of the gland, the gland loosened 
up by blunt dissection aided by a traction suture 
placed through it, and finally snipped out, close to 
the capsule, with scissors. The peritoneum was 
then closed over the adrenal site by a running or 
purse-string suture of fine silk. ‘This procedure 
always arrested any slight oozing of blood, and 
prevented adhesions. ‘The right adrenal was always 
removed first. Closure was performed in two layers, 
with obliteration of dead spaces. Aseptic precau- 
tions were observed and there were no infections. 
The animals were anesthetized with ether given 


by the intratracheal method. From their investi- 
gation the authors draw the following summary: 

1. Cats from which both adrenal glands have 
been completely removed by the interval method 
and precautions employed by Elliott have survived 
from one to seven days. 

2. The urea concentration in the blood rises 
after complete removal of the adrenals to about twice 
the normal value and remains approximately station- 
ary at this level until shortly before death, when it 
again rises. 

3. The phenolsulphonephthalein excretion shows 
a tendency to diminish after adrenalectomy. 

4. Cats with both adrenals removed excrete 
much less urea and creatinine in the urine after an 
injection of these substances than normal or singly 
adrenalectomized animals. 

5. The kidneys of adrenalectomized animals show 
no noticeable histological change from the normal, 
but those of adrenalectomized animals which have 
received an injection of urea, creatinine, and sodium 
chloride show a striking change from the control 
animals, 

6. The nitrogen excretion in the urine of adrenal- 
ectomized cats is slightly diminished after the opera- 
tion; the diminution being accounted for by the 
retention of nitrogen products in the organism. 
Hence there is no marked change in protein catabo- 
lism. 

7. The above facts, which have been demonstrated 
by the authors, indicate a marked lowering of 
kidney efficiency in adrenalectomized cats. This 
may occur with a normal blood-pressure, and when 
the animals are in excellent physical condition. 

8. The bearing of these facts on the interrela- 
tionship of the adrenals and kidneys is discussed, 
and the excretion of some substance by the adrenals 
which is necessary for the maintenance of normal 
kidney function serves as a probable explanation of 
the results obtained by the authors. 

Grorce FE. Bersy. 


Fleisher, M. S., and Loeb, L.: Further Investiga- 
tions on the Hereditary Transmission of the 
Differences in Susceptibility to the Growth of 
Transplanted Tumors in Various Strains of 
Mice. J. Cancer Research, 1916, i, 331. 


From experimental study the authors conclude 
that variation of environment does not alter the 
susceptibility to growth of transplanted tumors in 
various strains of mice. It is generally admitted 
that differences in susceptibility to the growth of a 
certain tumor in animals belonging to different 
species and varieties is based on constitutional 
differences in these animals. It has been shown 
that different strains and families of mice which 
structurally appear to be identical may differ 
markedly in their susceptibility to the growth of the 
same tumor. Some are inclined to attribute this 
difference not so much to hereditary differences as 
to external conditions such as diet. Where mice 
have been transferred from one locality to another 








wal 
te 


and thereafter show changes in the proportion of the 
growth of transplanted tumors it does not show 
necessarily that the locality change is the factor 
that is basic. On the other hand, it is probable 
that animals have been selected in whom the 
condition for tumor growth is more favorable. 
From any strain of mice it is possible to select those 
where this is probable. ‘The authors’ observations 
show conclusively that these differences are in- 
herited and not directly due to external conditions, 
since they found that animals kept under identical 
conditions may maintain differences through a series 
of generations. 

Four strains derived from various locations in 
the world were observed. The number of takes 
after an inoculation with the same tumor as well as 
the percentage of tumors growing after a take re- 
mained constant in three strains. In the fourth 
strain an apparent exception to this rule was found. 
The explanation of this fact is that most of the 
members of this strain were killed off by disease 
early in the experiment, and the surviving members 
which were descendants of an original strain demon- 
strated that one of the pure lines had been bred 
out in which the percentage of successful inocula- 
tions remained constant in successive generations. 
Growth of inoculated tumors in hybrids between 
European and American mice showed that the first 
generation in both kinds of hybrids was almost as 
favorable to the growth of inoculated tumors as the 
American mice; while in the second generation a 
marked fall in the number of definitely growing 
tumors took place; in the third generation the fall 
was still more pronounced. However, in the fourth 
and fifth generation a decided increase was noted. 
This fact is at variance with the experience of 
Tyzzer. Harry G. SLOAN. 


Marine, D., and Rogoff, J. M.: The Absorption of 
Potassium Iodide by the Thyroid Gland in 
Vivo, Following Its Intravenous Injection 
in Constant Amounts. J. Pharmacol. & Exp. 
Therap., 1916, viii, 439. 

In a previous paper one of the authors in collabora- 
tion with Feiss has shown that artificially perfused 
and surviving thyroids of dogs take up KI very 
rapidly and retain it in large amounts; that this 
activity is not shared by other tissues of the body; 
that KCN inhibits this activity and that only sur- 
viving thyroid cells manifest this phenomenon. 
At that time two experiments were reported in which 
50 mg. KI were injected intravenously, after the 
removal of a control lobe of the thyroid. The lobes 
exposed to the KI for one hour showed practically 
the same affinity for this salt as was found in the 
in vitro perfusions. 

In the present communication the authors record 
the results obtained from a series of 33 experiments 
in which the KI was introduced intravenously. The 
plan of these experiments was as follows: In all but 
four experiments, dogs with grossly enlarged thy- 
roids were used. After ligating the renal vessels 
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of both kidneys and removing one lobe of the thy- 
roid as a control, 50 mg. KI in 1 ccm. distilled 
water was injected into the internal jugular vein, or 
one of its branches, below the thyroid area. Ether 
for anesthesia was the only drug used and in each 
case the usual aseptic technique was followed. The 
animals were allowed to live for periods of 5 minutes, 
1o minutes, 1 hour, 4 hours, 8 hours, 12 hours, 16 
hours, 20 hours, 24 hours, and 30 hours following 
the injection of KI. In four experiments — two 
of 5 minutes’ duration, and two of ro minutes’ 
duration —the renal vessels were not ligated. 
Then the iodized lobes were removed, weighed, and 
small sections taken for histology, and the remainder 
of the thyroid, together with pieces of liver and spleen 
desiccated for iodine determinations. The thyroid 
lobes used varied markedly in size, in iodine content, 
and physiologic activity, as indicated by the range 
of histological appearances from quiescent or col- 
loid to marked active hyperplasia. 

As shown in the in vitro perfusions the amount 
of KI absorbed necessarily varies with the surface 
exposed (size of glands) and the stage of physiolog- 
ical activity — colloid or normal glands showing 
the least increase in iodine. Any analysis of the 
quantities of iodine absorbed from a given dose 
must take into consideration both the size and the 
stage of physiologic activity of the glands used. 

There is apparently no difference, the authors 
state, between in vitre and in vivo perfusions as re- 
gards the percentage of iodine absorbed. The 
absorption is practically instantaneous in each 
case. Maximum thyroid effects are produced by 
such exceedingly small amounts of iodine and the 
gland has such an extraordinary affinity for salts 
of iodine, that its loss through the kidney may be 
considered negligible, and this probably holds true 
for all other body tissues. The size of the gland and 
the stage of physiological activity modify the amount 
of KI absorbed apparently to the same degree 
whether it is introduced by in vitro perfusion or in- 
jected intravenously in the living animal. 

The liver and spleen show no retention of KI, 
whether introduced by in vitro perfusion or by in- 
travenous injection. With constant amounts of 
KI introduced and with glands of similar degrees 
of physiologic activity there is no noteworthy 
difference in the percentage absorbed, whether the 
in vivo perfusion lasts 1 hour or 30 hours. ‘There 
must be some slight increase in the amount of iodine 
absorbed from asingle dose inthe succeeding minutes 
or hours of a given experiment, but it was not suf- 
ficiently marked to be detected as an increase in the 
iodine content of the thyroid in this series of 
glands with the methods employed, although after 
one hour it was not present in detectable amounts 
in the circulation. Georce E. BeIrsy. 
Goodman, C.: The Transplantation of the Thyroid 

Gland in Dogs. Am. J. M. Sc., 1916, clii, 348. 


The author briefly reviews the subject of trans- 
plantation of tissue and organs as autografts or 
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homoplasts, and reports 30 cases of transplant- 
ation of the thyroid gland with the segment of 
the carotid artery, 3 of these cases being auto- 
plasts, and the remaining 27 homoplasts. In three 
instances in the latter group the parathyroid gland 
remained in a normal state of preservation, while 
the thyroid gland showed evidences of autolysis. 
In the former group of three cases they succeeded 
in retaining the thyroid gland in its normal state, 
microscopically, in 2 cases. 

Regarding the transplanted blood-vessels. The 
carotid artery remained free from thrombosis in 
25 cases, the thyroid gland in 4 cases, although the 
gland transplanted had undergone autolysis and 
was partly absorbed. The author believes that 
autotransplantation is practicable, however, and 
concludes that at the present time there are no 
means of prolonging indefinitely the life of an organ 
transplanted from one animal to another. 

Henry J. VAN DEN BERG. 


Holman, W. L.: 
cocci. 
During the last few years the author has had the 
opportunity of studying large numbers of strepto- 
cocci from a great variety of sources. These in- 
cluded strains from general surgical material, blood 
and throat cultures, materials from the obstetrician, 
gynecologist, otolaryngologist, ophthalmologist, and 
others, strains isolated at autopsies from man and 
animals, and a variety from milk and other sources. 
During this time his chief endeavor has been to 
discover the best method for isolation of these or- 
ganisms, and the media most favorable for their 
growth. In many cases great difficulty was en- 
countered in obtaining pure cultures where other 
organisms were present in the material. In other 
cases it was sometimes a problem to obtain satis- 
factory growth, even when the organisms were 
isolated. From his extensive and careful study 
the author draws the following conclusions: 

1. A simplified and practical method to classify 
streptococci is desirable, and the combination of 
Gordon’s carbohydrate fermentation and Schott- 
muller’s blood agar tests, modified for practical pur- 
poses, offers the most useful means to this end. 

2. Constancy of these reactions is essential to 
the method here advocated. Evidence of trans- 
mutation or examples of inherent alteration of 
character have been insufficient to invalidate this 
method. ‘The confusion in the results of these tests, 
and most of the examples of so-called alterations 
are explainable by the relative difficulty of growth 
and the morphological similarity among the differ- 
ent types. Mixed cultures are difficult to detect 
and often hard to separate, and the strains vary 
widely in their longevity and resisting power. 
Alterations in vigor of growth must be guarded by 
using the most favorable media and extending the 
time of observation. Animal experiments are un- 
reliable, owing to the high invasive power of strepto- 
cocci of the animal itself. 


The Classification of Strepto- 
J. Med. Research, 1916, xxxiv, 377. 


3. Standard methods should be followed. The 
carbohydrate serum broth, described by the author, 
and five per cent defibrinated human blood agar 
offer the best media for this purpose. Quantitative 
carbohydrate acid tests by titration are not as use- 
ful as the qualitative tests. They add considerable 
unnecessary labor without any corresponding ad- 
vantage. Andrade’s decolorized acid fuchsin is 
an eminently satisfactory indicator for qualitative 
tests. 

4. The classifying of streptococci by the method 
here outlined can be carried out in the routine 
bacteriology of any laboratory. It is unnecessary 
to make it a special research problem. 

5. The author’s method for carrying out the 
classification is briefly as follows: All material is 
cultured in serum broth before plating on blood 
agar. The cultures are tested on blood-agar slants 
for hemolysis, and in lactose, mannit, salicin, and 
inulin serum broth for fermentative power, over a 
period of at least seven days. 

6. By this method of classification is recognized 
the hemolytic and non-hemolytic group, under 
each of which eight subgroups are arranged. 

7. Much information of practical importance 
concerning streptococci is made available by the use 
of this method of classification. Many of the 
air streptococci can be traced to their sources, and 
the same is true of streptococci found in milk, the 
mouth, the intestinal tract, animal tissues, and other 
places. 

8. The individual groups of streptococci are not 
specific in their disease production. ‘The members 
of the hemolytic group are commonly more virulent 
and pathogenic, producing progressive disease 
processes more rapidly than those of the viridans 
group. 

9g. Almost all streptococci have relatively high 
invasive powers, and the varying conditions of 
lowered resistance play a most important réle in 
determining the type of infection. This is especially 
true in the chronic infections. 

10. Focal areas of streptococcus infection often 
contain more than one type of streptococcus. The 
apparent alteration of character of the strepto- 
cocci in these cases is due to the confusion arising 
from the mixtures. In the mouth, intestinal tract, 
the vagina, and in other regions, the entire flora, 
including the streptococci, may rapidly change 
with the alteration of the local environment. 

11. It is believed that with the adoption of this 
classification greater uniformity will be established 
for the comparative analysis in the study of strepto- 
cocci. GeorceE E, BeILby. 


Houssay, B. A.: Experimental Researches Con- 
cerning the Hypophysis of the Frog (Investiga- 
ciones experimentales acerca de la hipofis de la 
rana). Prensa méd., Argent., 1916, iii, 8. 

The author has made a number of experiments on 
the common Argentine frog, leptodactyleis ocellatus. 

Previous experimental work along the same lines 
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has been done by Caselli, Gaglio, Gemelli, Boteano, 
etc., whose results the author discusses and com- 
pares with his own findings which are as follows: 

1. The hypophysis consists of three parts: 
glandular, intermediate, and nervous, or neuro- 
hypophysis. 

2. The histological structure shows two cellular 
types with evident differentiation: (1) chromophile 
cells with acidophile granulations and with fatty 
secretions; (2) non-chromophile cells. 

3. In the frog the hypophysis is not indispensable 
to existence; but its total removal threatens death 
in a short time, apparently independently of any 
operative traumatism. Long survival is, however, 
possible. 

4. Operative manipulations, leaving the hy- 
pophysis in its position, permit a long survival and 
the mortality is a minimum. 

5. Hypophysectomy does not diminish the reflex 
excitability of the vagus centers. 

6. Hypophysary extract of frogs contains sub- 
stances which augment arterial pressure and increase 
the cardiac systolic energy, which have a galactagog- 
ous action, which augment the cesophageal con- 
tractions and which dilate the kidney vessels and 
produce diuresis. W. A. BRENNAN. 


Waddell, J. A.: The Pharmacology of the Vas 
Deferens. J. Pharmacol. & Exp. Therap., 1916, 
viii, 551. 


The author reports the results obtained with 
the excised vasa deferentia of sheep, dogs, rabbits, 
rats, and guinea pigs. The drugs used were epi- 
nephrin, ergot, hydrastinine, nicotine, pilocarpine, 
pituitary extract, and barium chloride. 

In the case of the dogs, rabbits, rats, and guinea 
pigs, the organ was removed under complete ether 
or chloroform anesthesia; in that of the sheep it 
was obtained from the carcass of a freshly slaugh- 
tered lamb at the city abattoir. There was an 
interval of about two hours elapsing between the 
death of the sheep and the beginning of the exper- 
iment, during which time the organ was kept in a 
dry glass-stoppered bottle. In most instances 
where laboratory animals were used, the organ was 
transferred immediately from the sleeping animal 
to the oxygenated bath. 

The suspension method was the one employed in 
all the author’s experiments. The procedure was 
in brief as follows: 

A piece of the vas deferens, stripped of all sur- 
rounding tissue and measuring 2 to 5 cm. in length, 
was attached by one extremity to a stationary hook 
and by the other with a silk thread to a lever, the 
movements of which were recorded on a slowly 
moving drum. ‘The tissue with its attached hook 
was immersed in an oxygenated bath of Tyrode’s 
or Ringer’s solution, the bath being connected 
with a reservoir for supplying fresh fluid. The 
bath, the reservoir, and all their connections were 
kept submerged in a wash boiler equipped with a 


heat regulator of sufficient delicacy to maintain 
the temperature at 37-38°C. 

From his study the author makes the following 
summary: 

The freshly excised vasa deferentia of the rabbit 
and the rat exhibit rhythmic contractions when 
suspended in oxygenated Tyrode’s or Ringer’s 
solution at body temperature. 

The vasa deferentia of dogs, rabbits, rats, guinea 
pigs, and sheep exhibit increased tone and rhythmic 
contractions upon application of epinephrin, ergot. 
hydrastinine, pilocarpine, nicotine, and barium 
chloride. All parts of the organ react essentially 
alike. 

Pituitary extract produced no effect on the 
quiescent vasa deferentia of any of the animals 
examined. 

The vas deferens is a very responsive and very 
resistant organ and it may prove of value in the 
physiological standardization of certain drugs, 
the author believes. He already has under way 
further investigation of the reactions of the vas 
deferens, and of other portions of the male generative 
tract, which will be reported at an early date, he 


states. GeorceE E. BEILsy. 
Smith, M. I.: The Temperature Reactions in 
Anaphylaxis. J. Lab. & Clin. Med., 1916, i, 902. 


This research was undertaken by the author 
with a view of ascertaining if possible the more 
immediate causes responsible for the temperature 
changes observed in anaphylactic animals. Remote 
causes were not considered. In other words, the 
purpose of the research was not to investigate the 
mechanism of anaphylaxis, but rather to learn more 
definitely the mechanism that causes the anaphy- 
lactic temperature changes. Is the anaphylactic 
tise in temperature due to increased metabolism, 
or is it the result of lessened heat dissipation? Is 
this fever comparable with neurogenic fever, or is 
it more in the nature of true infectious fever? 
What relation do such drugs as are generally held 
to depress the sensitiveness of the heat centers bear 
to this type of fever? It is questions of this char- 
acter that an attempt has been made to answer. 

Rabbits were used for this work. A preliminary 
series of experiments was performed to establish a 
definite procedure by which febrile reactions could 
be invariably elicited. The method finally adopted 
consisted in the sensitization of the animal with 
2 ccm. of beef serum, injected subcutaneously, 
allowing an incubation period of at least two weeks 
and then reinjecting the animal with one-tenth 
cubic centimeter of beef serum, diluted with sterile 
normal salt solution to one cubic centimeter, into 
one of the ear veins. This procedure never failed 
to elicit a rise in temperature of about one degree C. 
or over within about two hours of the injection. 
The temperature generally returned to normal in 
about four or five hours subsequent to the injection. 
A second rise in temperature may generally be 
elicited in the same animal on the same day or on 
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the following day by a repeated injection of the 
antigen. Smaller doses of the antigen, e.g., one- 
hundredth cubic centimeter injected into sensitized 
animals, were just as certain in producing a rise in 
temperature, although generally not quite so high. 

A survey of the experiments shows that the rise 
in temperature in sensitized animals following the 
injection of the antigen is independent of the 
glycogen metabolism, for the promptness of the 
febrile reaction and the height it reached in these 
animals in which the glycogen content was reduced 
to a minimum amount compared well with those of 
normal animals with normal glycogen content. It 
was not possible, however, in these experiments to 
reduce the glycogen to zero, the author states, 
probably because during the period of rest following 
the strychnine convulsions small amounts of gly- 
cogen such as have been found might have been 
formed from the animal’s own proteins which it 
metabolized. A different method was therefore 
resorted to in the hope of eliminating all traces of 
glycogen. 

The author’s experiments show quite conclusively 
that the anaphylactic rise in temperature has 
nothing whatever to do with the glycogen metab- 
olism, and that it is of an entirely different nature 
from neurogenic fever. The relation of anaphylactic 
fever to the glycogen content of the animal, its 
relation to morphine, a drug that depresses the 
sensitiveness of the heat centers, and finally its 
relation to the transection of the spinal cord, the 
author states, make it at least highly probable that 
it is of the same nature as true infectious fever. 

Georce E. Betsy. 


Orr, D., and Rows, R. G.: Toxi-Infection of the 
Central Nervous System; a Clinical and Experi- 
mental Investigation. Edinb. M. J., 1916, xvii, 
78. 


The authors were impressed by the obscurity 
which surrounds the genesis of almost all inflam- 
matory lesions in the central nervous system, and 
of those which are degenerative except where a 
focal lesion exists. They note that the questions 
of the causation of the lesions, the point of origin of 
the morbid change and its propagation are con- 
stantly recurring in regard to cases of meningitis, 
myelitis, tabes dorsalis, dementia paralytica, and 
the non-systemic scleroses, and that the theories 
advanced have often been based on assumptions 
devoid of proof which have tended rather to divert 
the investigator from, than to lead him on to, the 
right path. 

For years it was apparent that continued exam- 
ination of these chronic lesions while increasing 
knowledge in detail yet failed to widen it in regard 
to etiology, and though toxic influence naturally re- 
ceived due recognition, its source and mechanism of 
action remained unexplained. It seemed obvious 
to the authors, therefore, that investigation should 
be directed toward elucidating the mechanism of 
production of those lesions, and the first step natural- 
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ly involved a study of all possible paths of infection 
and intoxication. It is with one of these—infection 
via the lymphatic system of peripheral nerves — 
that the main portion of this paper deals. 

The study records the authors’ experience and 
observations in a number of clinical cases, and in 
each instance where possible they have verified these 
results by experimental means. Instead of inject- 
ing organisms or toxins into the nerves on which 
they proposed to make the observations, they placed 
a celloidin capsule containing a broth culture of a 
micro-organism in contact with the nerve. In one 
series of experiments this was placed under the 
gluteal muscles alongside the sciatic nerve, in an- 
other series under the skin of the cheek. The 
animals experimented upon were rabbits and dogs, 
and the organisms used were staphylococcus pyo- 
genes aureus, bacillus pyocyaneus, Gaertner’s bacillus, 
bacillus coli, bacillus botulinus, and a culture of a 
diphtheroid bacillus obtained from a case of demen- 
tia paralytica. 

The results of their experiments showed that in- 
fection of the lymph system of peripheral nerves is 
followed by an ascending perineuritis which spreads 
to the posterior root ganglia and along the spinal 
roots to the cord. The loose areolar tissue covering 
the perineurium, the ganglion capsule, and the dura 
mater showed the greatest degree of inflammation, 
and along with these fibrous structures formed a 
natural and efficient protection against infection to 
the underlying nervous elements. 

They also undertook an investigation of the lesions 
produced by infections occurring from the blood 
stream. In these experiments the abdominal cavity 
was chosen as the site of infection. The reasons for 
choosing this were: (1) the peritoneal cavity is most 
suitable for an experiment in which one wishes to 
avoid infection of the lymph system of spinal 
nerves; (2) to reproduce as closely as possible a 
gastro-intestinal intoxication, and observe the effects 
upon the spinal cord; (3) to ascertain how far such 
toxi-infection affected the sympathetic ganglion 
chain. Celloidin capsules containing a broth cul- 
ture of the staphylococcus pyogenes aureus were 
therefore placed in various regions of the abdomen, 
where they became attached to the mesentery, 
kidney, bladder, or lower border of the stomach, 
etc. 

On examining the spinal cord from this series of 
experiments the authors found no evidence of lym- 
phogenous invasion, either in the sheath of the spinal 
ganglia, the perineurium of the spinal roots, or in 
either the dura mater or pia-arachnoid. Within 
the cord, however, there were very definite changes, 
which they summarize as follows: (1) The most 
highly developed structures, the nerve-cells, suffer 
least of all. (2) There is primary degeneration of 
the myelin sheath around the cord margin and along 
the posteromedian septum. (3) The myelin degen- 
eration is greatest in the upper part of the cord. 
(4) There is oedema of the cord. (5) There is ac- 
tive proliferation of the perivascular neuroglia. 
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(6) The vessels are dilated and congested, are hya- 
line, and contain thrombi of the same nature. If 
these be contrasted with the cord lesions in lymphog- 
enous infection the difference is at once obvious. 
Lymphogenous infection is characterized by (1) the 
reaction of the cells of the fixed connective tissue; 
(2) the proliferation of the cells of the adventitial 
sheath of the veins and capillaries; (3) the appear- 
ance of numerous scavenger cells when the myelin 
is disintegrated; (4) nerve-cell degeneration and 
neuronophagy. From the above, the authors 
conclude that the lesions in hematogenous intoxica- 
tion differ very widely from those found in lymphog- 
enous infection, where the fixed tissues are actively 
proliferating and all the morbid phenomena are of 
an inflammatory type. The difference between the 
two might, therefore, they state, be expressed by 
saying that in lymphogenous infection the inflam- 
matory phenomena reach their maximum; in hema- 
togenous intoxication they are reduced to a mini- 
mum; and they consider this a most important dis- 
tinction in neuropathology. 

From the above clinical and experimental study 
it is clear that the two mechanisms of infection of the 
cerebrospinal system —the hematogenous and 
lymphogenous — are characterized by sufficiently 
distinct morbid phenomena; and if the results of the 
experiments are applied to the human subject very 
considerable assistance is obtained in arriving at an 
understanding of the genesis of certain lesions. 

The authors have brought forward ample evidence 
to show that acute and chronic myelitic conditions 
are readily produced by infection of the ascending 
lymph system in nerves. They have previously ex- 
pressed the opinion that general paralysis of the in- 
sane is a chronic inflammatory disease of lymphog- 
enous origin. This opinion is based on the close 
similarity between the vascular lesions in this con- 
dition and those found in their experiments where the 
lymphsystem of the nerves or cord was infected. ‘The 
striking predominance of adventitial proliferation 
and infiltration can be explained only by toxi-infec- 
tion of the cerebrospinal lymph. ‘There is no 
evidence of a general blood intoxication, they state, 
for in dementia paralytica, as in their experiments, 
the endothelium of the vessels may be quite un- 
affected, while the adventitial spaces are packed with 
the products of proliferation. Further, to tabes 
dorsalis they assign the same lymphogenous genesis. 
The vascular phenomena, similar to those in general 
paralysis, the constant primary affection of the root 
entry zones, and the rigidly systemic character of 
the lesion, in the opinion of the authors, preclude any 
other conclusion. Grorce FE. BEILBy. 


Paz, D. de la, and Garcia, F.: An Experimental 
Study of the Use of Apomorphine to Remove 
Foreign Bodies from the Respiratory Passages. 
Philippine J. Sc., t916, xi, 51. 

This experimental study was carried out with the 
purpose of determining whether or not the use of 
apomorphine to remove foreign bodies from the 





SURGERY 


The 
authors mention the claim that has been made that, 
coincidentally with the act of vomiting caused by 
apomorphine, violent movements of expiration are 
produced which expel or at least facilitate the ex- 
pulsion of the foreign body from the respiratory 


respiratory passages is a justifiable procedure. 


passages. Dogs were made use of in these experi- 
ments because of the ready response of the vomiting 
center in these animals to the intramuscular injec- 
tion of apomorphine. 

Under light ether anesthesia the tracheal cannula 
was inserted into the trachea through a short incision 
in the anterior median line of the neck. The an- 
imal was allowed to recover from the influence of 
the anesthesia, and about two hours later different 
degrees of obstruction to the passage of air into the 
trachea were produced by placing a tight clamp on 
the rubber tubing connected with the free end of the 
tracheal cannula and by connecting the rubber tube 
with short pieces of glass tubing whose diameters at 
one end had been flamed to about o.9 and 1.5 
millimeters, respectively. _Apomorphine hydro- 
chloride (0.1 ccm. of a 2 per cent solution per kilo- 
gram of body weight) was injected intramuscularly 
at varying intervals from the commencement of 
respiratory obstruction. 

The results of their experiments, the authors state, 
point conclusively to the impossibility of removing 
foreign bodies from the trachea by the use of apo- 
morphine. It seems, moreover, that a foreign body 
in the respiratory passages below the larynx may, 
in reality, be driven farther in during the early stage 
of vomiting because of the descent of the diaphragm 
and closure of the glottis, which in turn give rise to 
the rarefaction of the air in the thoracic cavity and a 
rushing of the air into the deeper portion of the lungs. 
When tenacious mucous plugs are present in the 
bronchioles, this may be more than counterbalanced 
by the stimulating effect of apomorphine on the 
secretion and peristalsis of the bronchioles, which 
may loosen and facilitate the expectoration of the 
plugs after vomiting. 

From this study, the authors draw the following 
conclusions: 

1. Transient stimulation followed by paralysis 
of the vomiting center occurs when non-anesthe- 
tized dogs are asphyxiated by shutting off the air 
from the trachea. 

2. Partial asphyxia, such as is produced by re- 
ducing the lumen of the trachea to a circular open- 
ing of about 1.5 millimeters in diameter, shortens 
the time required for the emetic action of apomor- 
phine. This is due, presumably, to the increased 
irritability of the vomiting center to apomorphine. 

3. The intrapulmonic pressure is raised by the 
convulsive contraction of the abdominal wall which 
occurs during vomiting, and the rise of pressure 
seems to begin before the passage of vomitus through 
the cesophagus. 

4. The glottis remains closed during the act of 
vomiting, as shown by the method described by the 
authors. This conclusion is further confirmed by 
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the observation that no expiration occurs during the 
act of vomiting. 

5. A strong expiratory effort is not produced im- 
mediately after the expulsion of the vomitus. 

6. The administration of apomorphine cannot 
facilitate the removal of foreign bodies from the 
trachea. GeorGE FE. BEILBy. 


Jackson, D. E.: The Peripheral Action of Opium 
Alkaloids with Special Reference to the Bladder. 
J. Lab. & Clin. Med., 1916, i, 862. 


The experiments described in this paper prove 
that those opium alkaloids which belong to the 
phenanthrene series, i.e., morphine, codeine, 
thebaine, heroine, dionine, peronine, etc., in large 
intravenous doses cause in dogs a profound con- 
traction of the bladder. The author has previously 
shown that a similar contraction of the bronchioles 
is produced by these drugs. Probably a few of the 
isoquinoline opium alkaloids, including narcotine, 
may also cause a similar action, he states. He has 
failed in a few experiments to obtain this con- 
traction with some other of these alkaloids, notably 
papaverine, cryptopine, and cotarnine. 

Apparently the contractions of the bladder and 
of the bronchioles produced by these drugs are 
strictly analogous and in all probability of identical 
origin. ‘The contractions in both organs occur 
simultaneously, are usually of approximately the 
same proportions, last for corresponding periods 
of time, and when the initial contraction is maximal 
then later injections of any sized doses of either the 
initial drug or of any other of the series will not 
produce any further contraction whatever of either 
bladder or bronchioles. 

If the initial contraction was not maximal then 
much larger doses of the initial drug or of another 
of the (phenanthrene) series may, the author states, 
cause a second contraction, but even by proceeding 
by degrees in this manner, a third contraction is 
almost never obtained. When the bladder and 
bronchioles have thus lost their susceptibility to 
the action of these opium derivatives, they are 
still found to possess practically normal sensitivity to 
all drugs which usually act on them, including lobe- 
line, nicotine, pilocarpine, arecoline, muscarine, 
atropine, barium, vanadium, adrenalin, etc. Pre- 
vious destruction of the brain and spinal cord by 
the injection of lobeline or atropine or both does 
not prevent or probably even specifically decrease 
the extent of the reaction to heroine, codeine, 
morphine, etc. The author thinks that possibly 
curare in very large doses may weaken the response 
of the bladder and bronchioles to these opium bodies. 

These reactions closely resemble those produced 
by drugs which first stimulate and secondarily 
paralyze nervous structures, such, for example, as 
the action of lobeline on ganglia. But so far as the 
author has been able to determine by pharmaco- 
logical means, no paralysis of either nervous or 
muscular structures is produced by these alkaloids. 
Ordinarily this action of the opium bodies would be 
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attributed to a direct action on the muscle fibers, 
since it occurs after atropine (and curare). But 
since a bladder which has become completely 
immune to further injections of these opium bodies 
may give, so far as he has been able to determine, 
a perfectly normal response, i.e., a profound con- 
traction to ordinary doses of barium, vanadium, 
pilocarpine, muscarine, or even lobeline, he has been 
unable to see why the loss of response to the opium 
alkaloids should be attributed to muscular rather 
than to nervous origin. GEORGE E. Berisy. 


RADIOLOGY 


Ledoux-Lebard, R.: The Radiologic Diagnosis of 
Gaseous Gangrene (Le diagnostic radiologique 
de la gangrene gazeuse). J. de radiol. et d’élect., 
1916, ll, 241. 

The presence of even a small quantity of gas 
in tissues other than the lung which are normally 
deprived of it is shown on the photographic plate 
by a characteristic image. But although such in- 
stances have been carefully studied by radiologists 
the knowledge has not been classified so as to form a 
source of valuable information to the surgeon. 

The author has had occasion to observe a case of 
gas gangrene which has spread so rapidly as to 
necessitate an amputation of the thigh. On radio- 
graphing the stump the plate revealed considerable 
gaseous infiltrations in points where it was not 
clinically manifested. The author thinks that in 
cases of gaseous gangrene which appear to call for 
amputation, radiography should be used as often as 
possible, and that the demonstration in this way 
of infiltration along a muscle where there is no 
other indication of its presence would call for 
higher amputation than would otherwise be in- 
dicated. The results obtained would then perhaps 
be better. W. A. BRENNAN. 


Shohan, J.: Some Theoretical Considerations on 
the Present Status of Roentgen Therapy. 
Boston M. & S. J., 1916, clxxv, 321. 


Considering the insurmountable difficulties and 
the contradictory effects of the roentgen rays in 
its various fields, it is small wonder that greater 
advance has not been made. The author points to 
the analgesic effect of these rays, and the pain 
caused by a burn from them. On the other hand, 
while it will cure some forms of cancer it will also 
cause cancer. Attention is drawn to the various 
stages in the advance in this field, but more es- 
pecially advances due to the various observations of 
different authors upon the physiologic effects 
upon the tissues. Reference is made to Heineke’s 
researches upon the blood: at first there is a rise 
in the number of white cells followed by a drop; the 
polynuclear leucocytes suffer most, then the lympho- 
cytes. As to the cause of these changes he quotes 
Wickham: ‘Every ray that strikes a cell, no 
matter what the source of the ray is, exerts some in- 
fluence on that cell. This reaction is the result of 
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many and various factors. The most important ones 
are: (1) the degree of the receptivity of the cell, 
in other words, its specific radio-sensibility; (2) the 
quantity of ray absorbed in a unit of time; (3) the 
specific peculiarity of the kind of rays;.(4) the time 
clapsing between the radiation and the histologic 
examination; (5) the filtration of the rays through 
the tissues.” 

As to the sensibility of the tissues he quotes 
Wetterer: “Normal tissues—lymphoid tissue, tes- 
ticles and ovaries, facial skin of a child, child’s 
cartilage, mucous membrane, hair papillae, child’s 
body skin, intima of blood-vessels, skin of the face 
of the adult, sweat and sebaceous glands, skin on the 
body and head of the adult, liver and kidney paren- 
chyma, blood-vessels, connective tissue, muscles, 
cartilage of adult, bone (all in the order named). 
Pathologic tissue — leukaemic and pseudoleukaemic 
tissues, recent patches of psoriasis, acute eczema, 
chronic eczema, mycosis fungoides, lymphosarcoma, 
acne vulgaris, old patches of psoriasis, round cell 
sarcoma, hypertrophic prostate, hypertrophic lupus, 
tuberculous lymphoma, carcinoma, mycotic hair, 
bone tuberculosis, parenchymatous goiter, lupus 
planus, dry form, warts, lupus verrucosus, fibroma, 
myoma.” The various diseases treated by the 
roentgen rays are considered both from the author’s 
personal experience and from the experience of 
various foreign authors, and he concludes that if the 
biochemical theory is accepted there is a promise of 
better days for the malignant cases. 

W.S. NEWCoOMET. 


Hammond, R.: Some Causes of Error in the Roent- 
gen Diagnosis of Bone and Joint Conditions. 
Am. J. Roentgenol., 1916, iii, 385. 


In order that the roentgenologist may avoid 
errors in reading X-ray plates of the bones and 
joints he must possess adequate knowledge of the 
laws of physics governing the roentgen rays as well 
as a thorough familiarity with the normal roentgen 
anatomy and its many variations, due to age and 
individuality. A lack of standardization is one of 
the most common causes of error in this work. The 
operator must make plates according to a standard 
which he has worked out for himself, or he must 
know the technique used in making a given plate, 
before he can read such plates accurately. The 
author calls attention to a number of errors com- 
monly encountered. Rosert B, Correrp. 


Singer, J. J.: The Interpretation of Roentgeno- 
grams of the Chest in Tuberculosis. J. Mo. 
St. M. Ass., 1916, xiii, 360. 


Singer briefly states the views of various roent- 
genologists as to the physical basis of the branched 
shadows seen in lung plates. He believes the hilus 
shadow is caused by primary branches of pulmonary 
blood-vessels plus the walls of primary branches of 
bronchi, together with lymphatic glands and the 
fibrous tissue which accompanies these structures. 


A brief statement is given of the relations of the 
physical signs to the roentgen findings based on a 
study of too cases. He finds that the plate in- 
dicates much more pathologic changes than do the 
physical signs, because a slight increase in pulmo- 
nary tissue will show roentgenologically before it is 
marked enough to be evident by auscultation. 

The conclusions arrived at are as follows: 

1. A roentgenogram represents one of the most 
accurate aids in diagnosing lung conditions. 

2. When an area of lung tissue, normally dis- 
tended with air, is not distended with air on in- 
spiration, some pathologic condition is present — 
probably tuberculosis. 

3. When the lung is distended with air, both in 
inspiration and expiration, we have an area of 
emphysema. 

4. The denser the interlobular markings the more 
infiltration. 

5. Cavities, whether filled with pus or broken 
down tissues, can readily be determined by the 
surrounding definite shadow and the absence of the 
interlobular markings within. 

6. In earliest demonstrable tuberculous conditions 
we see delicate interlobular lines approximated and 
apparently held so by delicate adhesions —a 
provision of Nature limiting the affected area to 
produce rest and cure —the muscle spasm over 
this area is analogous to abdominal inflammation 
with its attendant muscle spasm. 

7. When tuberculous patients are forced to 
breathe deeply, by exercise, high altitudes, or a 
rapid pulse from any other condition, air is forced 
into these apparently closed lobules, tearing up 
delicate adhesions; from this separation of the 
alveoli, fever results with possible hemorrhage and 
increase of severity of the toxemia. 

8. All plates of adults show some pathologic pro- 
cess which coincides well with the fact that nearly 
all adults react to tuberculin. Davm C. Srravs. 


Hartung, A.: Congenital Anomalies and Variations 
of the Bony Skeleton as Revealed by the X-Ray. 
Am. J. Roentgenol., 1916, iii, 430. 


Before it is possible to interpret a pathologic 
condition, one must have a fairly good conception 
of the normal bone with the numerous variations 
and anomalies. These changes have been consid- 
ered under three heads: (1) those which would be 
classified mainly as freaks of development where the 
information obtainable by roentgen examination is 
of scientific rather than practical value; (2) those in 
which the gross appearance shows the deformity and 
in which the roentgen ray is merely used to give ac- 
curate information as to the bony elements involved 
for the correction or modification; (3) the most im- 
portant, that large group of cases in which the roent- 
genogram gives conclusive evidence of anomalies, 
which may or may not have been suggested by 
symptoms, or which cause no symptoms, but offer 
obstacles to differential diagnosis when accidentally 
discovered. 
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Many illustrations of these classes are given and 
several important facts are brought forward; as 
for instance, where there has been an injury of some 
pathologic process to develop the cause, that one 
of these irregular conditions may exist at the same 
time and be thought to be the cause of the supposed 
malady. In the lumbar region irregular develop- 
ment of the lateral processes of the spine or some 
irregular development of the last rib may give 
rise to error in being mistaken for a kidney stone. 
When studying sinuses of the head care must be 
taken to consider the normal irregularity of these 
cells, and, furthermore, the thickened bone on one 
side may be perfectly normal and be regarded as a 
new-growth or an inflammatory condition of the 
lining membrane. The irregularity of the teeth is 
a well known fact and they should be carefully 
studied before any radical measure is undertaken. 
In correcting deformities the roentgenogram 
should be carefully made and studied so as to obtain 
the best possible knowledge of the existing conditions. 
Attention is also called to the fact that in the de- 
velopment of the child the parts on the opposite 
side of the body usually develop at the same rate 
and give about the same picture; this is at times 
modified and should always be borne in mind. 


Braasch, W. F., and Mann, F. G.: Effects of Reten- 
tion in the Kidney of Media Employed in 
Pyelography. Am. J. M. Sc., 1916, clii, 336. 

The introduction of opaque media into the 
kidneys in pyelography is sometimes followed by 
dangerous symptoms or even death. ‘The authors 
have reported several cases of hydronephrosis where 
the kidneys were removed following pyelography, 
numerous foci of necrosis in the cortex being 
found. 

In order to determine whether this condition 
was due to the retention of chemical irritants or to 
bacterial infection, a series of experiments was 
performed upon dogs. The technique used neces- 
sitated the ligation of the ureter following the 
injection of the solution. As a consequence hydro- 
nephrosis followed and the results of this condition 
had to be differentiated from the action of the 
solution itself. 

Solutions of sodium chloride, boric acid, sodium 
citrate, methylene blue, various colloidal silver 
compounds, thorium nitrate, and washed staphylo- 
cocci were used. The changes due to the injected 
solution itself varied, but in general they consisted 
of areas of focal necrosis, located usually in the 
cortex, occasionally in the medulla, which appeared 
to be an accumulation of the substance injected. 
In some cases infection was superimposed upon this 
accumulation. Observations made tend to show 
that the material reached these locations both direct- 
ly through the tubules and indirectly by absorption 
into the blood and lymphatics and excretion by 
the kidneys. 

The conclusions arrived at as a 
experiments follow: 


result of the 
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1. The great danger in silver preparations is their 
retention in actively secreting kidneys. 

2. Where multiple areas of necrosis occur, the 
kidneys should be removed. 

3. Necrosis, the result of infection, may follow 
the introduction of a ureteral catheter or of bland 
fluids into a pelvis with insufficient drainage. 

4. Argyrol, collargol, and cargentos produced 
the most marked changes. The metal itself was 
often found in the necrotic areas. Weak solutions 
were apparently as harmful as concentrated ones. 

5. Silver iodide preparations were less harmful 
than colloidal silver preparations. The best prepa- 
ration of silver iodide was the suspension in quince 
seed emulsion. 

6. Ten and fifteen per cent solutions of thorium 
nitrate thoroughly neutralized were the least harm- 
ful of the opaque preparations used, but the shadows 
were less distinct than with silver preparations. 

7. Mild chemical irritants, such as sodium 
chloride or boracic acid, did not produce lesions, 

8. Stronger chemical irritants, such as sodium 
citrate and 20 per cent thorium nitrate, produced 
lesions apparently due directly to the chemical 
used and not to infection. 

9. Methylene blue produced no lesions. 

G. W. Grier. 


MILITARY SURGERY 


Fraser, J., and Bates, H. J.: Further Observations 
on the Treatment of Gas Gangrene by the 
Intravenous Injection of Hypochlorous Acid. 
Brit. M. J., 1916, ii, 172. 

The author reports 7 cases of gas gangrene treated 
by intravenous injections of hypochlorous acid. 
In 4 of these there was improvement and ultimate 
recovery. Of the 3 remaining cases which died, one 
case was afterward found not to have been gas 
gangrene and another had shown definite improve- 
ment but died after amputation of the thigh. It 
is therefore concluded that in only one case was there 
an inexplicable failure. 

This method of treatment is directed against the 
toxwzmia of the gas bacillus with the idea that if 
the effects of the toxins are neutralized the patient 
will then be in better condition to throw off the 
infection. W. A. Crark.. 


Roberts, J. E. H., and Statham, R. S. S.: The 
Salt Pack Treatment of Infected Gunshot 
Wounds. Brit. M.J., 1916, ii, 282. 

The authors are enthusiastic over the results of 
the salt pack treatment in infected gunshot wounds. 
They have attempted to more or less standardize 
the treatment of these wounds, but the treatment 
necessarily varies with the site, the nature, and the 
degree of infection of the wound. In a general 
way it may be said that the wounds are widely 
opened up, foreign bodies removed, necrotic tissue 
lining the track excised, bleeding points tied with 
catgut, and the salt pack applied. A piece of plain 











60 INTERNATIONAL ABSTRACT OF SURGERY 


gauze, four to six layers thick, is lightly wrung out 
of 5 per cent salt solution and laid in the wound, 
care being taken to see that it covers the whole sur- 
face of the wound. 

It is important that every accessible pocket be 
filled with the gauze. A few 4o-grain tablets of salt 
are placed in the deepest part of the wound. A 
strip of gauze is then carried alternately from one 
end of the wound to the other and numerous tablets 
of salt laid between the successive layers. When 
the pack becomes flush with the skin surface a few 
more layers of gauze are applied and over this a 
thick wool dressing, composed of at least three 
layers, completely encircling the limb, the whole 
being then firmly bandaged. The authors state they 
have frequently packed onto exposed main arteries 
and have never found a case in which the vessel 
has given way. 

During the first twenty to twenty-four hours a 
copious exudation of serum occurs, but after this no 
further exudation takes place. As soon as the outer 
layers of the dressing become moist they are changed 
without removing the bandage. It is very im- 
portant that the wound be kept at rest. 

The pulse-rate and general condition of the pa- 
tient are much better indications of the well-being 
of the wound than the temperature. 

After a few days the outer dressings may acquire 
a very offensive odor. This is due to decomposition 
in the dressings themselves. 

The authors state that it is sometimes difficult 
to change the outer dressings without disturbing 
the deep pack and they are now using deodorants. 
They speak very highly of Dakin’s chloramine T 
powder. 

The indications for changing the pack are: 

1. A continuously rising pulse-rate. 

2. Increasing oedema in the limb. 

3. Sudden onset of severe pain. 
means spreading gas infection. 

4. A persistent rise of temperature for which no 
other cause can be found. 

5. A change for the worse in the patient’s general 
condition in cases in which a raised temperature 
has persisted from the beginning. 

6. Oozing of pus from under the edge of the 
dressing. ‘This is generally due either to the dress- 
ing having been left unchanged too long, or having 
been too loosely applied. 

7. The dressing must be reapplied when the pack 
has become loose from diminution in the circum- 
ference of the limb as oedema disappears. 

Where the innermost layer of gauze is found to be 
firmly adherent to the wound surface it is not re- 
moved, but a new pack is applied within it. 

When the wound is granulating healthily it is not 
advisable to continue the salt pack, and where a 
wound is not doing well with a salt pack, and a pure 
streptococcal infection is present, the use of a 1 
per cent salt solution as a wet dressing, continuous 
irrigation or bath, will sometimes be found to effect 
an improvement. D. C. BALFour. 


This generally 


Willan, R. J.: The Local Treatment of Burns on a 
Naval Hospital Ship. Brit. M. J., 1916, ii, 318. 


In this series 28 cases were treated, 15 of which 
were aseptic. The remaining 13 were septic to a 
greater or less degree, and of this number 5 died. 

The first dressing is of picric acid, and is left in 
situ for two days if no evidence of infection pre- 
sents itself in the meantime. A‘ characteristic odor 
is one of the first signs of infection. 

Tollowing the removal of the. first dressing a 
mixture of equal parts of boracic acid ointment and 
vaseline is applied, providing the burn is still 
aseptic. Boric acid fomentations are used in the 
presence of infection. A special dressing is recom- 
mended in burns of the extremity which allows of 
easy removal by merely loosening a few tapes. 

The importance of aseptic treatment of burns 
cannot be exaggerated. The surgeon should wear 
sterile gloves and recognize the earliest sign of 
infection in order to combat it actively. 

J. H. SKILEs. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Liability for Wrong Diagnosis. 
Ixxxix, Togl. 


Med. Rec., 1916, 

Action was taken against a doctor for mal- 
practice, the claim being that of wrong diagnosis. 
The plaintifi’s injury was treated by the defendant 
as a sprain, when in fact both the tibia and fibula 
were fractured. There was considerable testimony, 
not altogether in harmony, in regard to the difficulty 
of diagnosing injuries to the lower leg and also as to 
methods of examination, but all agreed that there 
were certain recognized tests or examinations to 


‘be made when the diagnosis was difficult, such as 


an X-ray picture and manipulation or moving of the 
injured part either with an anesthetic or without, 
the latter being the least efficient because of the 
limited manipulation that can be done on account 
of the pain caused to the patient. 

The defendant in this case did not etherize the 
patient nor have an X-ray picture taken, relying 
solely upon the manipulation of the injured parts 
and examination for deformation. His diagnosis 
was wrong, but the mere fact that the diagnosis 
was wrong would be insufficient to render a physi- 
cian liable for malpractice. In addition to the 
above facts being shown, the plaintiff must show 
that such mistake was the result of negligence or 
carelessness on the part of the doctor, and that he 
failed to exercise his best judgment and skill in 
diagnosing the plaintiff’s injuries. 

J. A. CASTAGNINO. 


Injury to Neck — Comparison of X-Ray Pictures. 
Med. Rec., 1916, Ixxxix, 913. 

The above case was brought by a railroad clerk 
for injuries sustained to his spinal column by a 
sliding door belonging to the defendant. ‘The re- 
viewing court held that the refusal of the trial court 
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to allow Doctor Gray, a roentgen-ray expert, to 
exhibit to the jury an X-ray taken by him, showing 
a man’s neck in normal condition, was an error. 
The plaintiff had introduced into the testimony two 
plates taken by a Doctor Brady, a physician of 
limited experience in the use of the roentgen ray. 
These plates would have been meaningless to the 
jury in the absence of an explanation and interpre- 
tation by Doctor Brady which disclosed a fracture 
of the transverse process of the third cervical verte- 
bra. If Doctor Brady’s explanation of these pic- 
tures had been taken as correct it would have settled 
the controverted question of whether certain bones 
in the plaintifi’s neck were broken. ‘The plaintiff’s 
attending physician, however, did not suspect a 
fracture until the pictures taken by Doctor Brady 
were explained to him. Doctor Gray, the eminent 
roentgen-ray expert of large experience, above 
mentioned, testified that the pictures introduced 
by said Doctor Brady did not support Doctor 
Brady’s contentions, and said that he could demon- 
strate that fact from the pictures themselves by 
showing to the jury a picture of a man’s neck in a 
normal condition. The plaintiff objected to the 
introduction of this picture. The Court excluded 
it, saying that to permit comparison of the plaintiff’s 
neck with other necks would lead to confusion. The 
reviewing court stated that it deemed it proper to 
allow the introduction of the pictures offered by 
Doctor Gray, their value as evidence in contradiction 
of the explanation by Doctor Brady of the roentgen 


ray of plaintifi’s neck depending upon the correct- 
ness of a presumption that every man’s neck is 
normal until he contrary appears and that the 
general form of structure of the neck is the same. 
The plaintiff was allowed to introduce a skeleton 
to show by way of comparison all the bones involved 
when in normal condition. ‘The trial court deemed 
it proper to allow the plaintiff to show a neck in 
normal condition but refused to allow the same 
privilege to the defendant. The plaintiff was al- 
lowed to introduce testimony to show, by means of 
the roentgen ray and the skeleton, proof of his 
injuries, and the reviewing court held that the same 
opportunities should have been given to the de- 
fendant to test the correctness of the explanation 
given by Doctor Brady. J. A. CastaGnino. 


Employment by Corporation. Med. Rec., 


Ixxxix, LOgl. 


Igo, 


In rit N. E., Page 16, the Court discusses an ap- 
peal of a case in which a physician, called by the 
manager of a corporation to treat an injured em- 
ployee, sued the corporation for his fee for services 
rendered. The testimony disclosed that there were 
no objections interposed by any of the directors 
of the defendant corporation to the employment of 
the physician. The Court held that there was a 
ratification by the company of the manager’s orig- 
inal contract with the physician, and that the 
corporation was liable for the doctor bill for services 
rendered. J. A. CasTaGnino. 








GYNECOLOGY 


UTERUS 


Stone, W.S.: Precancerous Changes in the Uterus. 
Surg., Gynec., & Obst., 1916, xxiii, 248. 


Based upon the fact that the diagnosis of cancer 
of the uterus can not be made either clinically or 
histologically until a definite destructive capacity is 
recognized, Stone attempts to express the evolu- 
tionary character of the disease by the application of 
the term “precancerous” to those changes which 
show a variable quantity and quality of the other 
histological criteria of cancer. 

In a study of the literature and some uterine 
material which he has been able to collect, numerous 
morphological alterations of epithelial growth have 
been found which differ but little from the regenera- 
tive activity of benign lesions, but which after a 
longer or shorter time show features that are difleren- 
tiated with difficulty from the alterations which are 
known to typify malignant neoplasms. ‘The strong- 
est support for this assumption is found in the repro- 
duction of types which are seen in the different 
stages of their progress. The atypical features of a 
healing erosion are found to be determined by the 
original type of the primary erosion — simple, papil- 
lary, follicular; and the atypical types are again re- 
produced in the different types of fully established 
uterine cancer. 

In the author’s cases, there were atypical healing 
erosions which are prototypes of either an epider- 
moid cancer or a papillary adenocarcinoma. There 
were leucoplacias which are prototypes of adult 
acanthomata. There were glandular hyperplasias 
which lead to adenoma or adenocarcinoma. — [inal- 
ly there were focal areas of leucoplacia, combined 
with adenomatous hyperplasia, which may furnish 
an origin for tumors designated as adeno-acantho- 
mata. In short, for each type of fully developed 
carcinoma there is a corresponding type of benign 
and intermediary change. 

The need of close co-operation between the clin- 
iclan and pathologist is emphasized in order to con- 
firm or deny the histogenetic relations of the sequence 
of benign lesions and cancer. It is no argument, for 
the present, against the assumption of intermediary 
stages because no tumor process presents or follows 
in a given case. The evidence in the literature is 
already sufficient to show that a fully established 
cancer may exist without giving gross evidence of its 
presence, and numerous cases are recorded in which 
the curette has completely removed the disease. 
Neither is there reason to assume that precancerous 
changes without treatment always develop into 
malignant growths. Different types of fully estab- 
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lished tumors grow and destroy rapidly or slowly, 
and it does not seem reasonable to assume that a 
developing cancer has the same momentum that a 
fully established tumor possesses. From a_ prac- 
tical standpoint, the author believes that the proper 
therapeutic procedure in these cases should be deter- 
mined by a competent clinician. 


Ransohoff, J., and Ransohoff, J. L.: Radium Treat- 
ment of Uterine Cancers. Ann. Surg., Phila., 
1916, lxiv, 298. 


The paper is based upon a review of the literature 
and a report of 25 cases of cancer of the uterus 
treated by radium. Of the 25 cases in the authors’ 
series rr are still well. Of these, 3 have been well 
for two years, 6 from one to two years, and 2 from 
six months to one year. Of the 11 clinical re- 
coveries there were 3 operable and 8 inoperable 
cases. Of the 3 operable cases one is well after two 
years and 2 over one year. 

The authors state that in their experience there has 
not heen a single case of uterine cancer that has 
not been more or less benefited by radiation. In- 
variably there was cessation of the bleeding and foul 
discharges and pain was greatly or entirely relieved. 

Their conclusions are summed up as follows: 

1. Radium is the method of choice in the treat- 
ment of inoperable and borderline cases. 

Of the three operable cases treated with radium 
a clinical cure has been effected in each case. 

3. Cases clinically cured by radium should not 
be subjected to hysterectomy, as the operation is 
difficult and dangerous. Harvey B. Matruews. 


2 


<2 


Boldt, H. J.: High Heat Versus Low Heat in the 
Treatment of Cancer of the Uterus. Surg., 
Gynec. & Obst., 1916, xxiii, 288. 


Boldt expressed himself fully on the relative 
value of high degrees of heat compared with low 
degrees of heat as a palliative therapeutic agent in 
the advanced stages of cancer of the uterus, in an 
article published in January, 1916, and judging from 
the communications that he has received from physi- 
cians who have had experience with the treatment, 
he believes his position was amply justified. His 
hypothesis was also corroborated by another 
autopsy, in addition to the one that he had, by 
Dr. F. W. Bancroft of New York. 

He does not wish to be understood as detracting 
from the usefulness of low heat, but believes that it 
should be reserved principally for a second applica- 
tion, after rapid destruction has been accomplished 
with high heat, and the charred eschar that was 
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caused by the high heat has been thrown off; and 
for those cases in which the cancer has so far ad- 
vanced that the proper application of high heat 
would endanger the bladder or rectum. 

He contends that the danger from secondary 
haemorrhage is not less with low heat than with 
high heat, and that no evidence has been presented 
showing the superiority of one method over the other. 

He states that heat properly used and applied in 
correctly selected cases sometimes gives remarkably 
good palliative effects. But it has been conclusively 
shown that cancer-cells are not destroyed any ap- 
preciable distance from the surface of application, 
certainly not deeper with low heat than with high 
heat. This was proved by the examination of tis- 
sues procured at the autopsies mentioned. 

Dr. Charles Mayo, when discussing the paper 
alluded to, asserted that the proof of the deep de- 
struction of low heat as shown in cases that had been 
operated upon in the Mayo clinic, lay in the fact 
that at the time of cauterization the disease was 
too far advanced for the patients to be operated upon 
radically, but later the uterus became mobile and was 
extirpated, and when these uteri were examined 
by the pathologist, he failed to find any evidence of 
malignant disease in them. This hypothesis is not 
accepted by Boldt as valid proof, since the mobility 
may have become impeded by an inflammatory 
process, which, as the result of the heat treatment, 
became dried out as it were, and mobility of the 
uterus resulted; a result seen also when high heat 
is used. The inflammatory infiltration may sub- 
side, but the carcinomatous infiltration remains. 
To disprove this it is necessary for the operator, 
when the abdomen has been opened, to remove a 
part of the suspicious infiltrated area in the pelvis, 
a reasonable distance away from the cervix, and 
have it examined by a competent pathologist. If 
that shows cancer-nests, and the uterus becomes 
mobile subsequently, so that a radical operation 
may be done, and the specimen then removed by a 
radical operation fails to show cancer elements in the 
parametria, then it would be plausible to grant the 
deep destruction of cancer elements by the heat ap- 
plied, but not until such proof has been shown. 

Attention is called to those instances in which 
recovery followed when a simple extirpation of the 
uterus had been done, despite some parametrial 
infiltration, and in which, after a period of a few 
months a re-examination failed to show any ev- 
idence of infiltration. The author describes two 
such cases. 


Mauclaire: Contribution to the Study of Uterine 
Gangrene Due to Abortion (Contribution a 
étude des gangrenes utérines abortives). Ann. de 
gynec. et @obst., 1916, xlii, 193. 

The author’s short contribution deals principally 
with uterine gangrene resulting from perforation 
caused by instrumental abortive procedures. He 
divides uterine gangrene into three categories ac- 
cording to the etiology: 


1. Uterine gangrene due to metritic gangrenous 
infection and developing without either traumatism 
or caustic injection into the uterus. This form of 
gangrene occurs without any attempt at abortion 
but it is very rare. 

2. Uterine gangrene due to gangrenous infection 
and occurring in the neighborhood of a traumatic . 
contusion or perforation, the form commonly met 
with. 

3. Uterine gangrene due to caustic injections; 
this type not usually occurring with instrumental 
perforation. Mauclaire quotes a few illustrative 
cases and shows that whether there is actual instru- 
mental perforation or not the risk of a gangrenous 
perforation being communicated from the uterus to 
the peritoneal cavity calls for intervention. Al- 
though the conditions for intervention are generally 
very bad, nevertheless he thinks that it is the only 
chance of safety for the patient. W. A. BRENNAN. 


Beckman, V. B.: Two Cases of Uterine Perforation 
with Issue of Foreign Bodies into the Abdomin- 
al Cavity (Deux cas de perforation de l’uterus avec 
issue de corps étangers dans la cavité abdominale). 
Ann. de gynéc. et d’obst:, 1916, xlii, 206. 


Both cases reported by Beckman had reference to 
attempts at abortion, but in one of these no actual 
pregnancy existed. Neugebauer has collected 15 
cases in which attempts at abortion were made for 
a suspected pregnancy which did not exist. Of these 
15 women, 5 died and in 4 of these foreign bodies 
were found in the abdominal cavity. Neugebauer 
thinks that abortive maneuvers in the absence of 
pregnancy are more frequent than is thought. 
Beckman points out that recently several such cases 
have been reported, and states that there are now 
46 cases in the literature. 

Diagnosis of the presence of a foreign body in 
the abdominal cavity is often difficult and the 
symptoms arising from such may easily be confound- 
ed with other conditions, particularly where the 
patient, as is often the case, will not make an avowal 
or is ignorant of the circumstance. But if the 
diagnosis is made it is necessary to operate imme- 
diately. The abdominal incision is best because it 
not only permits the foreign body to be removed, but 
it also shows whether the intestine is perforated or 
simply scarified. 

Regarding removal of the uterus, the author does 
not believe in the dictum of Schauta that this organ 
must be removed when there is fear of infection. 
When the intestine has been perforated, but there 
are no signs of infection evident, then intervention 
should be limited to the removal of the foreign body 
and suture of the perforation. When there is a 
foreign body in the abdomen and at the same time 
incomplete abortion, hemorrhage will necessitate 
completion of the abortion. The study of cases 
in the literature, however, shows that where a 
diagnosis of this kind has been made intervention 
can be deferred. W. A. BRENNAN. 
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Hutchins, H. T.: The Role of the Anteposed Uterus 
in the Causation of Backache and Pelvic 
Symptoms. J. Am. M. Ass., 1916, Ixvii, 940. 

The first of the author’s investigations were car- 
ried out in his office and clinic. In every patient 
examined who complains of backache and lack of 
support a careful note is made as to the position of 
the uterus, as a whole, in the pelvis. The rela- 
tive position of the cervix to the symphysis pubis 
and the ischial tuberosities is first noted, no atten- 
tion whatever being paid to the forward or back- 
ward position of the fundus. The extent of the 
anteroposterior movements is noted; in other words, 
the amount of posterior descent of the cervix. In 
speaking of descent, the author means only the 
posterior descent toward the coccyx and in no way 
the rotation with descent toward the outlet, a con- 
dition which forms an entirely different class of 
cases. The stability of the lower part of the broad 
ligaments, the paracervical tissues, and the utero- 
sacral ligaments are tested by grasping the uterus 
between the examining hands and moving it as far 
as possible up behind the symphysis and backward 
toward the coccyx. By this maneuver frequently 
the ache and drag, of which the patient complains, 
can be reproduced temporarily. This is always 
a desirable feature in any diagnostic work in which 
pain is a symptom. 

From the examination of a large series of cases the 
amount of posterior descent is found to vary con- 
siderably. The author then places tampons in such 
a position that the uterus as a whole, and not simply 
the fundus, is forced well forward, up back of the 
symphysis in the position where a high suspension 
will hold it. These tampons are allowed to re- 
main for forty-eight hours, during which time the 
patient is instructed to keep about her normal 
activities, walking, dancing, or whatever she pleases. 
At the end of forty-eight hours the patient reports 
the result of this experiment. If the backache and 
drag have been relieved, the author feels sure that 
suspension will give permanent relief. If the 
backache is not relieved, then some other cause for 
the same must be sought, a cause outside of the 
position of the uterus in the pelvis. By this means, 
many cases of sacro-iliac pain and back strain are 
clearly differentiated from low pain due to uterine 
descent. 

As a result of his studies, Hutchins has been led 
to suspend many anteposed uteri in which he found 
descent present accompanied by the classical symp- 
toms of a retroposition, and with excellent results. 

Epwarp L. CorNELL. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Phillips, W. D.: Ovarian Transplantation;.Report 
of Cases. Texas St. J. Med., 1916, xii, 213. 

The author reports 12 cases of ovarian trans- 
plantation, all of the autoplastic type. This 
group of cases dates from December, 1914, and up to 
the present time the following results were men- 
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tioned: In only one of the 12 cases was the uterus 
removed; in this case no further report was obtained. 
Of the remaining 11 cases, 6 are menstruating regu- 
larly every month and without pain. The author 
mentions that the cessation of pain was very notice- 
able in those cases which had returned before ova- 
rian transplantation for a second laparotomy because 
of pain. From the remaining 5 cases the post- 
operative history was unobtainable. In 3 of the 
above cases the graft was active and functioning 
two years after operation. 

In this series of cases the following technique was 
used. After removing the ovaries they were placed 
in normal saline solution at a temperature of 100° 
and the operation completed. After closing the 
peritoneum, sections were made of the most desirable 
part of the ovary. The size of the graft varied 
from one-quarter of a normal ovary to a section one- 
sixteenth to one-eighth of an inch in thickness. 
The abdominal wall just to the side of the median 
incision was the site selected as the most favorable 
for placing the transplant, making a pocket just to 
the side of the median line in the adipose tissue, or 
underneath the rectus muscle. The immediate 
postoperative history of these cases hardly differed 
from the average case. In some of them the graft 
became tender and swollen, but in none of the cases 
did the graft become infected or degenerated. In 
those cases in which menstruation appeared, it 
appeared between the second and fifth month after 
operation. 

In conclusion, the author says that he is fully 
convinced that these cases were benefited by the 
ovarian transplantation; and that its more general 
use in suitable cases would not only diminish the 
cases of precipitated menopause but would lessen 
the indications for second and even third laparoto- 
mies. The ovarian transplant performs its normal 
function of ovulation, and will continue to do so in 
the average case for a number of years. Even at 
the end of this time should the transplant cease to 
function, it will at least have served a part of its 
duty. The artificial menopause will be less abrupt 
and the symptoms diminish as the patient has 
opportunity to adjust herself to her new condition. 
W. D. Puitites. 


MISCELLANEOUS 


Taussig, F. J.: Syphilitic Fever in Relation to 
Gynecological and Obstetrical Practice. Surz., 
Gynec. & Obst., 1916, xxiii, 274. 

The rare mention of this symptom in gynecologi- 
cal literature is out of proportion to the comparative 
frequency of its occurrence. A positive diagnosis of 
syphilitic fever can only rarely be made, but the 
diagnosis can be made with reasonable certainty in 
certain groups of cases. 

The author divides syphilitic fever into the follow- 
ing groups; 

1. Secondary syphilitic fever occurring at the 
outbreak of the eruption, lasting usually only three 
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to four days with a rise of temperature to 99.5 
or 100 degrees. Fournier estimates that the 
symptom occurs in 20 per cent of all syphilitics. 

2. Late secondary syphilitic fever may compli- 
cate pregnancy or gynecological conditions; it is 
usually prolonged with a higher degree of tempera- 
ture. The author cites several cases, one of which 
had been diagnosed as typhoid. In these cases the 
diagnosis was based upon the positive history and 
evidence of a syphilitic infection, the exclusion of 
other febrile diseases, and the immediate and per- 
manent results of antisyphilitic treatment. 

3. Tertiary syphilitic fever is of greater diagnos- 
tic importance than the two previous groups, be- 
cause the symptoms and history of syphilis are 
often absent and only the 4 plus Wassermann points 
the way to an interpretation of the continuous fever. 
‘ighty-three cases of tertiary syphilitic fever occur- 
ring in the literature are analyzed, including one case 
in the author’s experience in which pelvic gummata 
were responsible for the fever. 

The cause of syphilitic fever is in all likelihood 
to be found in the entrance of spirochete-toxins in 
addition to the organisms themselves into the circu- 
lation. Probably individual predisposition is also 
an important factor in the rise of temperature. 
The fever occurring occasionally after injections of 
mercury or salvarsan when it may be fairly assumed 
that large quantities of endotoxins are liberated 
from the dead spirochete, is additional confirma- 
tion of the interpretation of syphilitic fever as a 
toxemia. 


Dickinson, R. L.: Simple Sterilization of Women by 
Cautery Stricture at the Intra-uterine Tubal 
Openings, Compared with Other Methods. 
Surg., Gynec. & Obst., 1916, xxiii, 203. 

The author goes into detail concerning all meth- 
ods, such as the loop-holes of danger in each one of 
the contraceptive measures; the general refusal of 
the husband to have the vas deferens tied or cut; the 
rightness of the claim that it is the female who is the 
one of the pair requiring safeguarding; the uncer- 
tainties of the X-ray. He believes one is not justi- 
fied in opening the abdomen for this purpose alone. 
The risk to life — however small —is to women 
who are poor subjects for operation. ‘The nervous 
stress, the pain, the weeks or months of disability, 


and the chance of the drag of adhesions may not be 
lightly regarded. The only outlook for a simple 
and sure method, and that without danger or suffer- 
ing or loss of time, seems to be through closure of 
the tube where it enters the uterus by a stricture 
produced as the result of a burn with the fine-tipped 
cautery electrode, a procedure simple enough to be 
done in the office or dispensary. Seven to ten days 
following a period, under intra-uterine novocaine- 
adrenalin anesthesia, the size and shape of the 
upper angles of the uterine cavity are carefully 
measured by the ordinary uterine sound. Then a 
special sound tipped with a tiny blunt platinum coil, 
or a round-end fine nasal cautery electrode is passed 
to this ascertained depth, into the tubal entrance, 
and sufficient heat is applied to produce a slough. 
The circular scar of this injury contracts and com- 
plete closure results. The amount of heat and 
time required and the progress of contraction are 
checked up by means of a preliminary control-burn 
on the face of the cervix. To test whether perfect 
atresia always occurs will call for further study of 
tubal catheterization, and X-ray tubal shadows, and 
tubal distension tests. So easy a maneuver where- 
with to sterilize idiots and other defectives merits 
extensive trial. 


Piccardo, T.: Hyperovaria in the Etiopathogenesis 
of Uterine Myoma (La hiperovaria en la etiopato- 
genia del mioma uterino). Prensa méd., Argent., 
1916, iii, 87. 

Piccardo thinks that there is a relation of cause 
and effect between fibromatous uterus and different 
adnexal lesions, such as hypertrophy of the ovary, 
enlargement of the tubes, etc. 

Myomata are tumors composed of smooth mus- 
cular fiber. The hyperplasia of the fibers of myoma 
is analagous to that which is produced in the first 
months of pregnancy, during which time there is 
ovarian hyperfunction. 

Also during the prehamorrhagic period of men- 
struation modifications analagous to myoma are 
produced in the uterus. Taking these into account, 
as well as the uterine atrophy after cessation of 
uterine function, the author thinks it sufficiently 
established that there is a relation of cause and effect 
between ovarian disturbance and myomatous hyper- 
plasia. W. A. BRENNAN. 
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PREGNANCY AND ITS COMPLICATIONS 


Solomons, B.: Abdominal Pregnancy Surg., Gynec. 
& Obst., 1916, xxiii, 338. 


An actively growing abdominal pregnancy of 
six months’ duration is rare in the experience of the 
gynecologist. The author had a successful case in 
his practice and gives the results of his investigations 
of the subject. 

Having set down the possible explanations of the 
condition he shows that while disclaiming any lean- 
ing to antivivisection, experiments have demon- 
strated that vivisection is not successful in proving 
data as to abdominal pregnancy. 

He dwells on the extreme difficulty in diagnosis 
and refers especially to this difficulty in his case. 
The following are diagnostic points: (1) marked 
sensitiveness; (2) there are no intermittent contrac- 
tions; (3) irregular outline; (4) the child is directly 
under the skin; (5) the heart-sounds are directly 
under the ear; and (6) the fact that retroversion is a 
common accompaniment. 

Having discussed the various infanticidal methods 
which have been suggested the author concludes that 
laparotomy is the only form of treatment. Regard- 
ing operation he believes that the placenta should 
always be removed, vessels being clamped and ligat- 
ed as they are encountered. Speed is essential. His 
patient became pulseless during operation, but with 
the exception of a slight attack of cystitis during 
the second week made an uneventful recovery. 


Jardine, R.: Case of Ectopic Pregnancy Which Had 
Gone Beyond Full Time. Glasgow M.J., 1916, iv, 
137. 

The case reported is of a woman aged 30, a I-para, 
who was admitted to the Glasgow Royal Maternity 
and Woman’s Hospital, November 21, 1912. Three 
weeks previous when at full term, labor came on but 
the pains ceased on expulsion of what was said to 
have been a piece of placenta, though the patient 
maintained that she still felt movements. She had 
menstruated last January fourteenth, but March 
twenty-first she had had severe abdominal pain and 
a bloody vaginal discharge. April twenty-first she 
showed some symptoms of appendicitis, but no 
diagnosis of ectopic pregnancy was made at that 
time. The pregnancy had continued with very 
little discomfort up to term. 

Examination under an anesthetic at the time 
of admission showed the top of the tumor close up 
to the diaphragm. The foetal parts could be 
palpated, the head being felt high up. There were 
no foetal heart-sounds and no signs of life, though 


the patient stated that she felt movements on the 
day of admission. The non-p -gnant uterus was 
enlarged, pushed over to the ieft side, and the 
cervical canal would then admit one finger. The 
uterine cavity was empty. The condition was diag- 
nosed as an extra-uterine gestation beyond full 
term and with a dead foetus. 

The patient was operated upon in November, 
through a central incision. Only the outer layer of 
the foetal sac was opened. By introducing the hand 
between the sac wall and the amnion these layers 
were completely separated with only a _ small 
amount of resistance at the lower part where the 
placenta lay. The placenta itself which lay in the 
lower part of the abdomen was easily lifted out with 
no bleeding from the site. 

As much of the sac was removed as could be 
done easily, but the greater part of it had to be left. 
The abdomen was packed well with iodoform 
gauze and the wound partially closed. The con- 
valescence was uninterrupted but the scar was weak 
where the drainage had been. 

On readmission eight months later, for hernia, at 
the site of the drainage scar, it was found that all 
trace of the sac had disappeared and there were no 
adhesions except that the pouch of Douglas was 
partially obliterated. C. D. Hotes. 


Murray, G. M.: The Application of Protracted 
: Proctoclysis in the Treatment of Eclampsia. 
South. M. J., 1916, ix, 829. 

Murray states that antepartum and parturient 
types:of eclampsia should be made postpartum by 
the appropriate method of delivery. If the patient 
is conscious from 60 to go ccm. of castor oil is given, 
and the dose should be repeated freely throughout the 
rest of the treatment and convalescence. If the 
patient is unconscious, one to three drops of croton 
oil in a bland oily medium is administered by the 
stomach tube if necessary. Preceding or following 
the preparatory catharsis the bowels are moved 
with high enemata until a clear return flow is ob- 
tained. 

The foot of the bed is then elevated five to eight 
inches. The patient is put in a hot wet pack and 
her position changed frequently to prevent hypo- 
static congestion. Kemp’s return flow rectal irriga- 
tor is coated with vaseline and inserted into the rec- 
tum as far as possible and its outer end covered with 
cotton to prevent the vulva and soft parts from con- 
tact with it. The reservoir is elevated two or three 
feet above the level of the rectum and the outflow 
tubing is led into a tub at the bedside, its lower 
end always being far enough above the water in the 
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tub so that the nurse can ascertain if the irrigator is 
working by the sound of falling water. 

Normal or decinormal saline solution at a tem- 
perature of from 105 to 120° F’., at a rate of 18 to 20 
gallons per hour, is used in the beginning. After 
the urinary function is re-éstablished tap water is 
employed. If ccdema of the lungs exists Murray 
begins with tap water and does not push the irriga- 
tion. The irrigation is usually continued uninter- 
rupted for from 24 to 72 hours, although occasional 
rest periods, without irrigation, are permitted to 
avoid maceration of the rectal mucous membrane 
due to the presence of the tube and distention of the 
rectum. After a relatively clear flow is obtained 
through the outlet tube, the inlet is clamped so that 
a rate of supply of from 3 to 5 drops per second is 
maintained. I’. C. Irvine. 


Wilson, W. T.: Lumbar Puncture for Relief of Con- 
vulsions in Puerperal Eclampsia. J. Am. M. 
Ass., 1916, Ixvii, 742. 


The author reports two cases in which lumbar 
puncture successfully controlled convulsions. The 
first case was that of a mulatto, aged 35, who had a 
blood-pressure of 255. After the patient had had 
her twenty-third convulsion, 40 ccm. of spinal fluid 
was withdrawn. Before the spinal puncture the 
patient was in coma. On removing the needle, con- 
sciousness immediately returned. She had no more 
convulsions and in three days the urine was free 
from albumin. 

The second case was that of a white woman, aged 
21, who had had eight convulsions before delivery 
and twelve following. Cerebral excitement was 
severe. After the withdrawal of 45 ccm. of clear 
fluid by lumbar puncture the patient at once 
became quiet and had no further convulsions. The 
urine output increased remarkably and she made 
an uneventful recovery. 

The high mortality in eclampsia is no argument 
against the usefulness of the treatment in proper 
cases. Lumbar puncture is a treatment which 
should be used only for the convulsions of eclampsia, 
not the toxemia of pregnancy. It does not take 
the place of the other forms of treatment. 

Epwarp L. CorNELL. 


Furniss, H. D.: Pituitrin in Postabortion Curette- 
ment. Surg., Gynec. & Obst., 1916, xxiii, 365. 


Furniss has for the past year made a practice of 
giving 1 ccm. of pituitary extract hypodermatically 
before curetting for incomplete abortion. 

The advantages of this procedure are that it 
produces firm uterine contraction, which makes the 
curettement easier and almost bloodless. Because 
of the contraction the cavity is smaller and the firm 
resistance offered makes the operation more effective 
and he believes lessens the risk of perforation. 

He has found fifteen minutes before curetting to 
be the most favorable time to give the pituitrin. 
When the interval between administration and 


operation has been less the result has not been so 
satisfactory. 

As yet he has seen no postoperative hemorrhage, 
but to be on the safe side and guard against it, he 
has packed the uterus and vagina with iodoform 
gauze for twenty-four hours. 

With the use of pituitrin the blood loss is so 
much less and the curettement so much easier and 
more satisfactory that he strongly advocates its 
general use. 


Doljan, C.: 
(Grosseese et tension artérielle). 
du ceur, 1916, ix, 388. 


Pregnancy and Arterial Tension 
Arch. de mal. 


The author has studied the modifications of the 
circulation during pregnancy, labor, and the puer- 
perium. The present report on arterial tension is 
a preliminary one and will be supplemented later. 
The sphygmometric oscillometry of Pachon has 
been employed in this research in the obstetrical 
clinic of Bucharest. 

The author draws attention to the following 
results: 

1. To a hypotension, both maximum and min- 
imum, during all the duration of pregnancy. 

2. To a hypertension, both maximum and 
minimum, during labor or during the contractions 
in abortion. 

3. To a hypotension, both maximum and mini- 
mum, during the postpartum period. : 

4. To the hypotension, maximum and minimum, 
of pregnant nephrites. 

The reduction of maximum and minimum values 
is manifested from the first months of pregnancy 
and is often considerable. Minima of 5, 4, and 3 
and maxima of 8 cm. Hg. have been registered. 
Except in pregnancy the author has never met with 
such reductions. 

This hypotension of pregnancy seems to have no 
relation to the volume of the uterus because it 
may be met with even in a pronounced degree in 
the first months of gestation. 

During labor and especially during uterine con- 
tractions there is a rise of the maximum and mini- 
mum values which is often very considerable. 

After delivery there is a fall in arterial tension 
until it reaches almost to the level of that before 
delivery; it then tends to seek the normal slowly, 
which may take weeks or even months to accom- 
plish. W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Davis, E. P.: Delivery by Abdominal Section. Bull. 
Med.-Chir. Fac. Md., 1916, ix, 33. 

The author points out the danger of an occa- 
sional pelvic abscess complicating pregnancy, which 
if discovered might indicate that the labor might be 
very much better managed by abdominal section 
than by any attempts at normal delivery. Appen- 
dicitis in pregnancy offers another risk to the patient 
if labor is allowed to set in. The contractions will 
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rupture the wall of the abscess with a resulting 
peritonitis. Best results follow the removal of a 
troublesome appendix at whatever stage of preg- 
nancy it may occur. The presence of pelvic or 
abdominal tumors complicating pregnancy is also 
an indication for section. He advises abdominal 
section as the most logical treatment for premature 
separation of the placenta, as well as for ectopic 
gestation. In the author’s experience, delivery by 
section in eclampsia, however, is very rarely in- 
dicated. 

The author gives a summary of his results with 
delivery by abdominal section as follows: 

The operations consisted of 129 classic cesarean 
sections; 50 hysterectomies in which the stump was 
dropped and the abdomen closed without drainage; 
32 Porro operations in which the stump was fas- 
tened by a clamp in the lower end of the abdominal 
incision; 3 extirpations of the uterus, and 2 sections, 
performed at the moment of maternal death—a 
total of 216 operations. ‘These cases may again be 
divided into those that were in fair condition at the 
time of delivery with no fatal disease of the viscera 
and apparently uninfected by sepsis, and those which 
were at the time of delivery infected or suffering 
from some fatal disease affecting the important 
viscera, Of the former cases in good condition, 
there were 151, withone maternal death —a maternal 
mortality rate of 0.066. Of those cases that were 
infected and in bad condition, there were 60, with 
10 deaths —a mortality rate of 26 plus per cent; the 
mortality of the entire series being 8 per cent. 

The one death among those in good condition 
occurred from peritonitis caused by the bacillus 
proteus vulgaris. 

With the other fatal cases the toxemia of preg- 
nancy in its various phases was the cause of death 
in by far the greater number of cases. Degenera- 
tive conditions of the heart muscle, kidney, and 
liver were the principal visceral lesions in these 
cases. As regards the foetus, there was no foetal 
mortality in any case in which the foetus was in 
good condition at the time of operation and those 
foetal deaths which occurred were the result of 
previous attempts at delivery, or infection, or mal- 
formation, C. D. Hotmers. 





Wiener, S.: Abnormal Labor. J. J. J. 
civ, 361. 

In dealing with abnormal labor, Wiener advises 
against the use of morphine shortly before delivery 
because of the danger of narcotizing the child. In 
primary uterine inertia, where it is impossible to 
induce labor by any of the recognized mechanical 
or chemical stimuli, he recommends cesarean 
section rather than the hydrostatic bag. During 
the first stage, however, he thinks that the bag 
is much preferable to pituitrin, which is only allow- 
able after full dilatation of the cervix as a substitute 
for low forceps. 

As long as the patient is making progress the au- 
thor believes that breech presentation is best treated 
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by expectancy. He condemns cesarean section 
in primiparous breech presentation unless the pelvis 
is abnormal. 

Regarding placenta previa, hemorrhage in the 
simplest marginal type may often be controlled by 
rupture of the membranes. Should this not be 
sufficient the hydrostatic bag may be employed. 
Should the bag fail to check the hemorrhage, bi- 
polar version should be done and the expulsion of 
the child left to nature, as thereby the interests of 
mother and child are best preserved. This method 
best meets the exigencies of private practice. 
Gauze packing before delivery is to be avoided if 
possible as it predisposes to infection. Casarean 
section is often the method of choice in central 
placenta previa, especially in a primipara with an 
undilated cervix. F. C. Irvine. 


Edgar, J. C.: Painless Labor. J. Am. M. Ass., 1916, 
Ixvii, 739. 

The author’s conclusions on the subject are: 

1. Nitrous oxide-oxygen analgesia or ‘‘ obstetric” 
ether or chloroform for the second stage of labor, 
pushed to anesthesia for the perineal stage and, 
possibly, forceps delivery with vapor anesthesia to 
eliminate part of the second stage is a satisfactory 
procedure. 

2. Moreover, nitrous oxide-oxygen analgesia 
or anesthesia is superior to any other during labor, 
because of its oxytoxic action, 

3. Eventually an estabiished method of painless 
labor may be considered among public health 
questions. 

4. Lessening or abolishing the pain of labor may, 
in the future, limit birth control and criminal 
abortion. 

5. Drug addiction after a prolonged drug nar- 
cosis in the neuropathic is a possible contingency. 

6. The dangers to the unborn or newly born child 
are negligible when drug narcosis is limited to 
the first stage of labor. Epwarp L. CorNeELt. 


PUERPERIUM AND ITS COMPLICATIONS 


Blodgett, S. H.: Prophylaxis of Puerperal Convul- 
sions. N.Am.J. Homaop., 1916, xxxi, 961. 


The estimation of the urea is the most valuable 
and most simple guide we have at present in fore- 
telling the probable occurrence of convulsions. 

The estimation of the total nitrogen is of very 
little practical importance. 

The amount of albumin present in the urine is 
of secondary consideration. 

Convulsions may occur where up to the time of 
occurrence there has been only the slightest trace 
of albumin in the urine. 

The blood-pressure is not a reliable index as to 
the probable occurrence of convulsions, except at a 
very much later stage in the case than the urea out- 
put will show. 

Where the urea is decreasing below what the 
normal output should be for that particular patient, 
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the removal from the diet of meat and fish will 
usually be followed by an increase in the output of 
urea and there will be less probability of the occur- 
rence of convulsions. 

The clinical symptoms are of secondary import- 
ance to the urea output in foretelling the probability 
of the occurrence of convulsions. 

Epwarp L. CorNELL. 


MISCELLANEOUS 


Walscheid, A. J.: Pelvic Infection. JN. Y. 
1916, Civ, 540. 

The protective resistance to pelvic infection 
depends on these factors: (1) the integrity of the 
uterine epithelium; (2) virulence and number of 
bacteria; (3) the situation, site, and their ability 
to grow; and (4) organic resistance. 

In broad ligament disease, there must be injury 
and also bacteria as causative factors. Retained 
placenta, lacerated cervix, and septic endometritis 
are but sites of bacterial invasion through which 
the true germs enter the parametrial space, and 
the mode of entrance can only be through the 
muscular wall or contiguous tissue by way of the 
lymphatics or blood stream. In this way a throm- 
bophlebitic or lymphangitic type of infection may 
be distinguished. 

The course of a typical parametritis can be 
summed up in the following stages: (1) infected 
area hard to map out, but tender and painful; 
(2) eedematous soft mass at the edge of the uterus; 
(3) exudate increasing and spreading over the pelvis; 
(4) exudate filling the pelvis in the zones of infection 
with abdominal tenderness, rigidity, and uterine 
displacement; (5) temperature, pain, and tender- 
ness increasing to abscess formation, usually on 
the eighth to tenth day —leucocytosis of 12,000 or 
over calls for surgical interference; (6) cessation of 
symptoms indicate resolution. 

Pelvic peritonitis or perimetritis is usually due to 
dirty douches, instruments, or plastic operations. 
This condition is serious as a general peritonitis 
may result. Peritonitis manifests itself as a serous 
or a purulent cul-de-sac exudate, or an adherent 
adnexal mass. 


M. J. 


In the treatment of pelvic peritonitis curettage 
should be done only for bleeding or for sapramia. 
In sapremia the pelvis should be drained; in septi- 
caemia or parametritis the uterus is explored and 
the pelvis drained. The author never curettes 
when the broad ligament or adnexa is involved. 
The diagnosis of the condition is thus essential. 

W. F. Hewirr. 


Belcher, D. P.: A Child Weighing Twenty-five 
Pounds at Birth. J. Am. M. Ass., 1916, lxvii, 950. 


The mother was 35 years of age, 5 feet 7 inches in 
height; weighed 220 pounds; circumference at hips 
50 inches; multipara; delivered February 22, 1916; 
had had eight normal children, including atwin birth. 
At birth these children had averaged from 7 to 9 
pounds in weight. 

Vaginal examination at 8 p.m. during the first 
stage of labor showed left occipito-anterior presenta- 
tion. The os was patulous and permitted the in- 
troduction of three fingers. The labor pains were 
of normal frequency, but short. After an hour the 
os admitted four fingers and the pains were still 
short. The patient was given 5 minims of pitui- 
tary extract. The pains became more severe, but 
had little effect on the passage of the head. In 
two hours the 5 minim dose of pituitary extract was 
repeated; the pains then became strong. The os 
was normally dilating, but there was still slight 
progress of the head. At 2 a.m. the patient received 
a third dose of pituitary extract of 15 minims. At 
3:30 a.m. the head was born. ‘The posterior 
shoulder was delivered with great difficulty. Much 
greater difficulty, however, was experienced in de- 
livering the anterior shoulder. It required the 
combined efforts of three physicians to deliver the 
remainder of the body. The child was a girl, 
weighing 25 pounds; it measured 12 inches across 
the shoulders, 28 inches in length, and was per- 
fectly formed. It was born dead. On examination 
of the mother, the perineum was found slightly 
lacerated. This was completely repaired by three 
sutures, under chloroform anesthesia. The patient 
made an uneventful recovery. 

Epwarp L, CorNELL. 











GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Key, E.: Diagnosis and Surgical Treatment of 
Malignant Tumors of the Kidney (Diagnose 
und Operation Maligner Nierentumoren). Tr. XI 
North. Surg. Cong., Goeteborg, 1916, July. 


Of 26 cases of malignant tumors of the kidneys 8 
were inoperable. In the other 18 a nephrectomy 
was performed. One patient died at the time of 
operation —severe adhesions, resection of the dia- 
phragm, pneumothorax, and collapse. Of the 
tumors 17 were hypernephromata, one a papillary 
pelvic carcinoma which had spread over the entire 
kidney; 8 had recurrences or died of metastasis or 
recurrences; 7 are living and are free from recur- 
rences, from three months to three and one-half 
years after operation. It is necessary to make the 
diagnosis early. ‘The cardinal symptoms are hem- 
orrhage, pain, and especially a palpable tumor which 
is present in from 60 to 70 per cent of cases. The 
X-ray frequently will show a tumor or an enlarge- 
ment of the kidney not palpable. Not infrequently 
the patients die a short time after the operation in 
collapse. The author suggests that this may be 
due to a quantity of adrenalin being thrown into 
the circulation from the tumor at the time of the 
operation and bases this hypothesis upon observa- 
tions of the blood-pressure taken after the opera- 
tion. 

ROVSING maintained that the collapse after the 
operation was due to the hemorrhage and to the 
changed pressure, especially on the left side. A 
three to four-year observation time does not exclude 
recurrence. The good results as obtained by 
Rovsing — 50 per cent cure after a long period of 
observation —can be obtained only by carrying 
out the correct technique. The kidney should be 
removed in toto as an infected mass in the manner 
described by Rovsing. 

BorELIus reported that out of 37 cases he extirpa- 
ted the tumors in 27. One operative death occurred 
— difficult operation, severe haemorrhage, collapse. 
In his series there were 15 hypernephromata, 3 
mixed tumors, 1 adenoma, 1 flat cell carcinoma, and 
2 cancers unclassified. One-third of the patients 
operated upon died of recurrence. One lived for 
nine years free from recurrence; the majority, 
however, were not observed long enough. 

IpsEN endeavored to show that the Grawitz 
tumors were not hypernephromata but carcinomata 
of the kidney, as previously brought out in a lengthy 
article. 

EKEHORN advised the removal of a section for 
diagnosis in doubtful cases, even in tuberculosis. 


In closing the discussion Kry stated that he in- 
tended with his material to show how early recur- 
rence takes place. He removes the kidney and, 
like Rovsing, the connective tissue and glands 
also, which in two of his cases were completely 
involved. Whether the Grawitz tumor is a car- 
cinoma has as yet not been decided, L. A. Junnke. 


Nogueira, A.: Hydatid Cysts of the Kidney (Quistes 
hidaticos del rinon). Monograph, Montevideo, 
19106. 


The author’s extensive monograph on hydatid 
cysts of the kidney is the result of a very complete 
study of the literature of the subject combined with 
the author’s personal experience with eight cases. 

The author gathers from the literature 47 cases 
of hydatid cyst in which nephrectomy has been 
performed. Of these, ro died, 21.3 per cent. Of 
19 operated upon prior to 1900, the mortality was 
26.5 per cent; of the other 28 operated upon since, 
the mortality was reduced to 17.8 per cent. 

Comparing the results according to the method of 
approach, 26 cases were operated upon transperi- 
toneally with 7 deaths, 26.9 per cent. Five of 
these deaths occurred prior to 1900. Seventeen 
cases were operated upon by the lumbar route 
with a mortality of 11.7 per cent. The author sug- 
gests that in many of the cases in which death 
occurred in operations by the lumbar route inter- 
vention was contra-indicated. He also believes 
that the doubts which existed in the time of Boeckel 
and Houzel as to the value of nephrectomy can no 
longer prevail. When nephrectomy is indicated, 
that is, when there is sufficiency of the remaining 
kidney, it is a procedure with a relatively low 
mortality. 

Granting the sufficiency of functioning of the 
remaining kidney, the author specifies the indica- 
tions for nephrectomy in hydatid kidney cysts as 
follows: 

1. In cases in which the total renal parenchyma 
is compromised by the existence of multiple cysts. 

2. When the renal tissue is so much reduced 
that the quantity of parenchyma left is incapable 
of fulfilling the function of urinary elimination, 
either on account of its state of atrophy or because 
the anatomic conditions of the gland do not per- 
mit it. 

3. If lesions such as abscesses, pyonephrosis, 
tuberculosis, etc., coexist with the cyst, which can- 
not be effectively removed by more conservative 
methods. 

4. When a prior intervention has left a urinary 
purulent fistula. 
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The contra-indications to nephrectomy are: 

1. Insufficient functioning of the remaining kid- 
ney. 

2. Persistence of a sufficient quantity of healthy 
renal parenchyma in the cystic kidney and which 
can satisfactorily fulfill the urinary function after 
extirpation of the cyst. 

3. The amount of adherences of the cyst to neigh- 
boring organs. 

The author enters at length into the consideration 
of the conditions under which a partial nephrectomy 
only is permissible. These conditions have already 
been generalized by Kuemmel and Albarran with 
whose views the author apparently concurs. Other 
operative procedures are also discussed. 

The work concludes with the details of 11 new 
cases. Of these 8 were personal cases of the author’s 
and 3 are cases in the practice of Lamas and Mondino 
not hitherto published. W. A. BRENNAN. 


Mertz, H. O.: 
Detection. 


Uronephrosis: [ts Significance and 
J. Indiana St. M. Ass., 1916, ix, 351. 

The author defines uronephrosis as a retention of 
urine in the upper urinary tract and believes that 
the significance of this urinary stasis is dependent 
on three things: (1) its effect on the physiologic action 
of the kidney; (2) its effect on the anatomy of the 
parts involved; (3) its effect on the residual urine 
and the results of its absorption. 

Under the first heading the early stage of a stasis 
produces an anemia and atrophy, while secretion 
stops when the intrapelvic pressure becomes 73 mm. 
of mercury. The degree of back pressure present 
depends upon the completeness of the obstruction, 
its permanency, and the rapidity with which it is 
reduced. When the obstruction is sudden, com- 
plete, and permanent, the kidney becomes isolated 
and its functional value ceases. If but temporary, 
the degree of destruction depends upon the time it 
has persisted. Functionating kidneys have re- 
mained after an obstruction lasting from ten to 
forty days. 

Stasis may produce an effect on the anatomy 
varying from a slight deviation in the outline of the 
lower border of the pelvis and of the calices, to a 
hydronephrosis of 30 liters. Authors vary in their 
opinion of the effect produced by a sudden, com- 
plete obstruction of the ureter, some holding that 
it is followed by slight distention and atrophy of 
the kidney, and others show by experimental work 
that in complete obstruction of the ureter seldom, 
if ever, is there a true primary atrophy but almost 
invariably a hydronephrosis results. 

Under the third heading comes the effect of ab- 
sorption of a substance poisonous to the system with 
all the symptoms it produces. 

The early detection of uronephrosis is made 
possible by ureteral catheterization and the proper 
interpretation of the pyelograms in selected cases. 
The author believes that urinalysis is of very little 
value and too much reliance should not be placed 
on the symptom of pain alone. In interpreting the 


pyelogram, if the early case of stasis is to be recog- 
nized, distention and distortion of the ureter and 
pelvis cannot always be relied on, but a deviation 
in the flow of urine from the kidney to the bladder 
must be looked for, as an interference with this 
physiologic action always precedes anatomic change 
in the non-infected case. Extreme care must be 
exercised in interpreting at operation, lesions of the 
upper ureter producing stasis. In the pyelographic 
interpretation in the early case it would appear that 
a close study of the comparative location of the 
ureteropelvic junction to the pelvis and the angle 
at which the ureter enters the pelvis, is necessary. 
Hf. L. SANForD. 


Smith, R. M.: Pyelitis of Infancy; Mode of In- 
fection. Am. J. Dis. Child., 1916, xii, 235. 

The author gives a very good résumé of the subject 
with numerous references to the literature. He 
tabulates the results of his study of 71 cultures made 
from the vagina, vulva, and urethra of 40 infants and 
young children. ‘This investigation was undertaken 
to determine if this region was in fact a possible 
source of infection. All infants over 18 hours old, 
except one, showed a growth from vaginal culture. 
All the vulva and urethral cultures were positive. 
These findings are in accord with those of Schmidgall 
while others have found bacilli and cocci in the va- 
gina and vulva of infants in differing proportions. 

Smith states that pyelitis of infancy is much more 
common in female than in male infants, the pro- 
portion being about three toone. The colon bacillus 
is the offender in from 50 to go per cent of cases. 
The pathology of the condition is well established. 
In uncomplicated cases the pelvis alone is involved; 
and there the local lesion is simply a low grade in- 
flammation. Many cases show in addition degen- 
erative changes in the kidney substance due to 
extension of the process inward from the pelvis. 

With these facts as a basis the: two theories as 
to the mode of infection, namely, the ascending or 
urinary, and the descending or hamatogeneous, are 
discussed. ‘The theory of ascending infection gains 
its greatest support from the large proportion of 
cases among girls, but it is supported by very little 
experimental work. From his discussion the author 
concludes that the ascending theory of kidney in 
fection so far as it applies to the pyelitis of infancy 
has not been proved and the facts are against it. 

Infection by way of the blood and lymphatics 
rests upon surer ground. The usual mode of infec 
tion in pyelitis is described as follows: From the 
intestinal tract or some other source bacteria get into 
the lymphatic vessels and then into the blood, or 
possibly directly into the blood. After reaching the 
kidney they pass through the glomeruli and are 
excreted at the pelvis. They either pass out of the 
body without doing damage or they set up an infec- 
tion at their point of excretion, the pelvis. During 
their passage through the kidney they may cause 
more or less damage to that organ. Which of these 
alternatives occur will depend upon the virulence 
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and character of the bacteria and on the resistance 
of the individual and of the local tissues. 

Colon bacilli, because of their low pathogenicity, 
cause little or no damage to the kidney substance 
in their progress through the organ. Infection of 
the kidney may take place by extension inward 
from the pelvis. Permanent damage to the sub- 
stance of the kidney of greater or less degree re- 
sults and presents a complication of, or sequel to, 
the usual pathology of the disease. According to 
the author these various stages are well established. 

The intestinal tract is the most likely source of 
infection in the majority of cases—colon bacilli 
infection. Extra-intestinal sources of infection, 
such as the teeth, tonsils, and local septic lesions 
are important in cases where organisms other than 
the colon bacillus are found. ‘This statement of the 
mode of infection in pyelitis satisfies all the con- 
ditions observed except the greater frequency of the 
disease in females. The explanation for this the 
author finds in infection of the pelvic organs reach- 
ing the kidneys through the lymphatics and blood 
stream. Numerous observers are quoted in support 
of this view. 

The concluding paragraph of the paper states the 
author’s view concisely: ‘I think that we have 
sufficient evidence to believe that pyelitis is always 
a blood infection and that the bacteria frequently 
gain entrance to the blood by the lymphatics. 
In the uncomplicated cases the lesion remains local- 
ized in the pelvis of the kidney, where the organisms 
are excreted. Secondary infection of the kidney 
substance may occur by lymphatic channels from 
the pelvis. Quite possibly these secondary infec- 
tions account for many ‘relapses.’ The source of 
infection in the majority of cases, considering males 
and females together, is the gastro-intestinal tract. 
Some cases may arise from infection in the skin, 
teeth, or tonsils, or in some local septic process. 
Many cases in females, accounting for the greater 
number in this sex as compared with the males, 
arise from bacteria entering the blood often via the 
lymphatics, from the vulva, urethra, or vagina.” 

H. A. Fower. 


Mosenthal, H. O., and Lewis, D. S.: A Comparative 
Study of Tests for Renal Function; Phenol- 
sulphonephthalein, Non-Protein Nitrogen and 
Urea Nitrogen of the Blood, Ambard’s Coeffi- 
cient of Urea Excretion, and the Test Meal for 
Renal Function. J. Am. M. Ass., 1916, |xvii, 933. 


The authors state that the various tests for renal 
function have their own significance and that a 
greater insight will be obtained in the characteristics 
of kidney diseases when physicians no longer advo- 
cate one test to the exclusion of all others but will 
endeavor to interpret each according to its own sig- 
nificance. They classify the renal function tests as 
follows: phenolsulphonephthalein, non-protein ni- 
trogen of the blood, urea nitrogen of the blood, and 
Ambard’s coefficient of urea excretion. 

Table one shows the relation between phenolsul- 


phonephthalein, nitrogen, urea and the coefficient of 
the urea excretion. 

The authors then discuss the amount of urea 
and nitrogen which constitutes the upper normal 
level of non-protein nitrogen and urea nitrogen of 
the blood and concludes that the consensus of 
opinion points to determinations yielding a urea 
nitrogen figure above 15 mg. in 100 ccm. of blood as 
revealing the possibility of nitrogen retention which 
is at least worthy of closer investigation. The 
methods of determining the coefficient urea excre- 
tion as indicated by Ambard are discussed and 
the formula given as follows: 


Ur 





i= —- 
fC 
\ Dx7 x va 








uw 


In which : 

K =The coeflicient of urea excretion. 

Ur= Urea grams per liter of blood.. : 

D =Urea grams excreted in urine in twenty-four hours. 

C =Urea grams per liter of urine. 

» = Body weight in kilograms. | 

70 =Standard body weight in kilograms. f : 

25 =Standard concentration of urea grams per liter of urine. 

The authors place the patient on a full diet of 
regular meals with no fluid or food between times 
and estimate the renal function by the study of 
the urinary output from specimens collected every 
two hours during the day and of a ten-hour specimen 
at night. Observations were made on 200 patients 
and the summaries of these results are grouped in 
tables 1, 2, and 3. A general comparison is made 
of all the tests employed. Table 2 established the 
following facts. 

1. The non-protein nitrogen and urea nitrogen 
indicate a slighter degree of involvement of renal 
function than the other tests. 

2. Phenolsulphonephthalein and Ambard’s co- 
efficient tend to show an equal degree of impairment 
of renal function. 

3. The test meal for renal function demonstrates 
a greater degree of depressed function than the other 
tests. . 

TABLE 2.— DEGREE OF INVOLVEMENT BY THE TESTS AS COMPARED TO 

PHENOLSULPHONEPHTHALEIN, ACCORDING TO THE SCALE OF TABLE I. 




















Degrees 
Variation | Non-protein Urea Ambard’s Test 
from Nitrogen Nitrogen Coefficient Meal 
Phthalein 
++ I per cent I per cent 6 per cent | 15 per cent 
+ 5 per cent 1o per cent 21 per cent | 35 per cent 
Same 48 per cent | 45 percent | 47 percent | 34 per cent 
~ 32 percent | 31 percent | 23 percent | 14 per cent 
oi 8 per cent ro per cent 2 per cent 2 per cent 
——— 3 per cent 3 per cent I per cent 
-———— 3 per cent 
Total cases. . 85 162 156 136 








*In this table, + signifies 1 degree greater involvement than that 
shown by phenolsulphonephthalein, and — 1 degree less. All the cases 
observed except those with severe anemia are grouped together in this 
table. 5 

Table 3 shows the relation of the non-protein 
nitrogen and urea nitrogen of the blood and Am- 
bard’s coefficient. 
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TABLE 3. 
RENAL FUNCTION, 
THE BLOOD, AND AMBARD’S COEFFICIENT. 


COMPARISON BETWEEN THE DEGREE OF INVOLVEMENT OF 
AS SHOWN BY THE NITROGENOUS PRODUCTS IN 











Degree of Impair-]| ,. Percentage of Cases Exhibiting the 
ment as Measured | Total Given Degree of Impairment of 
by Non-protein Ni- Number Renal. Function, as Indicated by 
trogen and Urea w... Ambard’s Coeflicient. 

Jitroge ases 
meer o | + [++ [tt+|++44+ 
o 50 37 27 10 
t 64 17 28 50 5 | 
+4 21 ; 19 iS | 32 5 
++ ry ' rr | 56 | 33 
a 15 oe 93 











Table 4 is also of interest and value. 


TABLE 4.-—THE EFFECT OF A LOW PROTEIN DIET ON THE LEVEL OF THE 
NON-PROTEIN AND UREA NITROGEN OF THE BLOOD. 








pores Lc ow bs rotein | Diet “After r Lo ,ow Protein Diet 
Non-protein Urea Seio protein |. Urea | Diagnosis 
N Mg. per |N Mg. per] N Mg. per | N Mg. per | 
100 C.c, roo C.c. 100 C rz 100 C.c. | 
20 17 16 | 7 | Se Sec. Contr. Kid. 
26 5 | ( ‘hr Diff. Neph. 
30 ; 30 | Chr. Ditf. Neph. 
17 ; | Ch. Diff. Neph. 
97 61 | 15 Sec. Contr. Kid. 
145 120 32 i 23 | Sec. ._ Contr. Kid 








A comparison is made of the degree of wintiadiinets 
of function in 73 cases of all classes, except anwzmia 
in which all the tests were carried out, expressed 
in the percentage of the total figure. 


TABLE 6.—COMPARISON OF DEGREE OF IMPAIRMI NT OF 
SEVENTY-THREE CASES OF ALL CLASSES E 


FUNCTION IN 
XCEPT ANASMIA IN WHICH 














ALL THE TESTS WERE CARRIED OUT, EX PRE SSED IN PERCENTAGE OF 
T TOTAL FIGURES. 
mi gree of 
Renal Phenolsul- Urea N of Ambard’s Test 
Involvement phone- Blood Constant Meal 
According phthalein 
to Scale 
° 18 per cent yO per cent 32 per cent ro per cent 
t 15 per cent 35 per cent 22 per cent 27 per cent 
+ +- 12 per cent 14 per cent 25 per cent 27 per cent 
+++ It per cent 4 per cent 12 per cent 7 per cent 
t +--+ 14 per cent 7 per cent 9 per cent 29 per cent — 
TABLE 7.—CASES OF CHRONIC DIFFUSE NEPHRITIS AND HYPERTENSIVE 


CARDIOVASCULAR DISEASE SHOWING A NORMAL OR SUPERNORMAL 
RESPONSE TO PHENOLSULPHONEPHTHALEIN AND AMBARD 5S COEFFI- 
CIENT, WHILE THE TEST MEAL SHOWS SOME IMPAIRMENT OF FUNCTION, 



































| >a 
a) 
S “ODA 
‘se Cf Ou 
Diagnosis 3,0 vad 
eV &S.2h 
Ss vec 
We a ex 
ee alana 
Chronic diffuse nephritis. . 71 18 0.064 + 
Chronic diffuse nephritis 78 II 0.054 { 
Chronic diffuse nephritis. . . Be 80 12 0.070 
Chronic diffuse nephriti ‘ 70 re] 0.068 t 
Hypertensive cardiovas. dis 76 8 0.048 ° 
Hypertensive cardiovas. disease. 63 12 0.050 + -{ 
Hypertensive cardiovas. disease..] 70 9 0.050 +t 
Hypertensive cardiovas. disease 85 9 0.059 ° 
Hypertensive cardiovas. disease. .| 67 16 0.077 -t--} 
Hypertensive cardiovas. disease 81 | 15 0.080 4+ 
Hypertensive cardiovas. disease..| 65 | ae en ++ 
Hypertensive cardiovas. disease..] 75 oy - 
Hypertensive cardiovas. disease..] 65 + 
Hypertensive cardiovas. disease. .| 66 ce ial ++ 
Hypertensive cardiovas. dise -| 67 : Zee oa 
Hypertensive cardiovas. disease. .| 65 eee Ws oe 





In table 6 the author gives the following conclu- 
sions: 

1. The tests in order of their positive appearance 
are: the test meal, phenolsulphonephthalein, Am- 
bard’s constant, urea nitrogen of the blood. 

2. A maximal involvement is most frequently 
seen in the test meal, less frequently in the phenol- 
sulphonephthalein test, and least often in Am- 
bard’s coefficient. 

Table 7 shows the relation of chronic diffuse 
nephritis and hypertensive cardiovascular disease 
showing a normal or supernormal response to 
phenolsulphonephthalein and Ambard’s coefficient, 
while the test meal shows some impairment of func- 
tion. 

The results of test meals for renal function in 
primary and secondary anzmias are discussed and the 
article closes with the following summary: 

1. A scale of impairment of renal function is 
proposed. according to which the tests may be 
measured. Such a graduation calls to the atten- 
tion of the clinician the relative degree of involve- 
ment as shown by different procedures. Inasmuch 
as each of them has a significance apart from the 
others, comparison according to this method is an 
extremely valuable aid in the treatment and prog- 
nosis of diseases of the kidney. 

2. The level of the non-protein and urea nitrogen 
of the blood must be estimated largely as the result 
of three factors: kidney efficiency, diet, and pro- 
tein destruction. In judging of prognosis, when 
these substances are high in the blood of nephrit- 
ics, due regard must be given as to whether their 
accumulation is brought about by retention alone 
or through retention coupled with protein destruc- 
tion. The former offers a comparatively better 
prognosis than the latter. 

3. The Ambard ccefficient is a better method 
of determining the ability of the kidney to excrete 
urea than the level of this substance in the blood. 

4. The progress of renal disease is probably 
followed most minutely by means of the phenol- 
sulphonephthalein excretion and Ambard’s coef- 
ficient, as these tests furnish figures in which even 
small variations are of significance. 

5. The test meal for renal function, or the tests 
employed, gives the earliest indication of diminish- 
ed kidney efliciency. It likewise reaches the 
maximum degree of impairment before the others. 

6. Each test for renal function covers only 
limited range of the kidney’s activities. It is, 
therefore, a mistake to speak of any test as measuring 
renal function as a whole. The aim should be to 
develop a proper interpretation of the old tests and 
easily applied new ones in order to obtain a true 
guide to the treatment of diseases of the kidney. 

A. C. STOKES. 


Stricture of the Ureter. JN. Y. 
1916, Civ, 5. 


Hunner, G. L.: 
MJ... 


On the basis of an analysis of 50 observations 
Hunner concludes that the most important factor in 
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the etiology of ureteral strictures, excluding those 
of tuberculous and stone origin, is an infection 
carried to the ureter walls from some distant focus, 


such as diseased tonsils, sinuses, or teeth. This 
conception of stricture postulates that ureter infil- 
tration is almost always primary, and that complica- 
ting urinary tract lesions, such as hydronephrosis, 
pyelitis, and pyelonephritis, are secondary lesions. 

Only 2 of the author’s series of 50 cases were found 
to be due to gonorrhceal infection. In 28 cases in- 
fected urine was formed, but in only 3 instances 
was stricture due to cystitis encountered. In one 
case there was an evident sequence of ureteral stric- 
ture following a pyelonephritis, which, according to 
the author’s conception, was due to systemic rather 
than to local infection. 

Congenital abnormalities apparently do not play 
an important réle in a large proportion of cases of 
ureteral stricture, since Hunner could not in any 
of his cases trace a congenital origin. The average 
age of his 50 cases was 35.5 years and the average 
duration of symptoms was 4.5 years, making the 
average age at onset of symptoms 31 years. 

Suggestive of connection with the so-called 
rheumatic diathesis are 9 cases with a previous his- 
tory of rheumatism, and 3 cases with a history of 
heart lesions. 

The occurrence of 12 cases of bilateral stricture, 
and the preponderance of cases in which the stric- 
ture occurred in the broad ligament region, where the 
ureter has its chief blood and lymphatic supply, are 
suggestive of ureteral stricture becoming established 
on the basis of a systemic infection. Of the 62 
ureters with stricture, 12 of which were bilateral, the 
stricture was located within the broad ligament or 
within 6 cm. of the bladder in 53; near the pelvic 
brim in 8; and near the kidney in rt ureter. 

The most important symptom of ureteral stric- 
ture is pain in the kidney region or bladder, and the 
stricture is generally found in the attempt to 
fathom the cause of these symptoms. Only occa- 
sionally a local point of pain in line with the ureter 
is found to be coincident with the site of the stric- 
ture. The correct diagnosis in these cases depends 
upon negative radiographic and cystoscopic findings 
for ureteral stone and upon the localization of 
an obstruction upon the passage of an ureteral 
bougie. If the ureteral stricture is not of sufficient 
density to cause an appreciable obstruction to the 
passage of the bougie on the first examination, the 
diagnosis may be suspected because of an existing 
hydronephrosis. In some instances, also, the first 
strong suspicion of stricture may be based upon the 
occurrence, a few hours after ureteral catheteriza- 
tion, of an unusually severe attack of pain or, in 
the presence of infection, of a severe attack of pyeli- 
tis. By using, at a consecutive examination, a larger 
wax bulb, a definite point of obstruction marking 
the stricture area can be ascertained. Intermittent 
attacks of colic in such cases of incipient stricture 
are particularly prone to occur at the menstrual 
period, on account of added congestion, or occasion- 





ally on the basis of congestion following getting 
chilled, catching cold, etc. 

In women an area of thickening can often be pal- 
pated through the vaginal vault. Cystoscopy, 
quite frequently reveals an oedematous and congest- 
ed ureteral orifice. 

Intermittent attacks of renal colic, due to ureteral 
stricture, may exist for years without the develop- 
ment of a permanent hydronephrosis. A _pye- 
litis that is stubbornly resistant to lavage treat- 
ment may be suspicioned of being due to the pres- 
ence of stricture of the ureter and particularly so if 
these lavage treatments are followed by acute 
pyelitis attacks with high temperature, chills, pain, 
nausea, and vomiting. 

The non-infected cases of Hunner’s series gave, 
as a rule, a history of shorter duration and showed 
renal pelves holding less fluid than the cases with 
infection. In 16 non-infected cases the average 
duration of symptoms was two and a half years, and 
the average size of the kidney pelvis in 10 of the 
cases was 19 ccm. In one exceptional case the pel- 
vis had reached a capacity of 360 ccm. without be- 
coming infected. In 18 infected cases the average 
duration of symptoms was 4 years, and the average 
size of the kidney-pelvis in 15 such cases was 98 ccm. 

The ideal treatment for stricture,of the ureter is 
by dilation from the vesical approach. Hunner’s 
work being confined to women, the methods in treat - 
ing ureteral stricture, as developed or suggested by 
Howard A. Kelly, are discussed in this article, the 
careful perusal of which will demonstrate the value 
of these non-operative forms of treatment. In 
cases without infection and without such renal dis- 
turbance a cure can be effected by these means, and 
even in such with infection if the kidney pelvis is not 
materially dilated occasionally brilliant results may 
be obtained in permanently clearing up symptoms 
and infection through dilatation and lavage. In 
cases with infection and large renal pelves patients 
may be restored to apparently perfect health by 
eliminating ureteral obstruction, thereby relieving 
pain and toxic symptoms. 

If all conservative methods of vesical approach 
fail, operative relief must be considered. In the 
presence of unilateral stricture with a kidney of 
little or no functional value, removal of the impaired 
or dead kidney is indicated, as carried out in 6 of 
Hunner’s cases with entirely satisfactory results. 
In the presence of a stricture located high, at the 
junction of the kidney pelvis with the ureter, some 
form of pyelo-uretoroplasty, or partial pyelectomy, 
or high fixation of the kidney in connection with 
pyelotomy, after careful dilatation of the narrowing 
at the pyelo-ureteric junction, will generally bring the 
desired result. If the stricture is lower and about 
the lumbar or pelvic brim region, ureterotomy above 
the stricture should be followed by implantation of 
the upper end of the ureter into the colon or in the 
loin region. For lower strictures near the bladder, 
which so far have been treated with implantation 
of the severed healthy end into the colon or bladder 
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with indifferent or questionable results, Hunner 
recommends the treatment by retrograde dilatation. 
The ureter is exposed by an extraperitoneal incision, 
and the incised portion of the channel is dilated with 
increasing sizes of the French gum elastic bougies, or 
metal sounds are passed until the stricture is dilated 
to a diameter of from 0.5 to 1 cm. The ureteral 
incision is then either closed at once, or, in case 
of unsatisfactory dilatation or undue traumatism 
of the ureter, left open temporarily to favor urine 
drainage. In 6 of Hunner’s 8 cases, treated in 
this manner by retrograde dilatation, perfect results 
were obtained so far as measured by relief of symp- 
toms and ability to catheterize from below. 

Least suited for retrograde dilatation are the 
cases in which a pyelographic absence of enlarge- 
ment of the lumen above the site of the stricture 
has been ascertained. In these cases a long and 
tedious course of bougie treatment from the vesical 
approach may finally yield satisfactory results. 

M. KroroszyNer. 


BLADDER, URETHRA, AND PENIS 


Rubin. I. C.: Bladder Symptoms in Women, with 
Special Reference to Associated Gynecological 
Pathology. Uvol. & Cutan. Rev., 1916, xx, 508. 

In a series of 10,000 consecutive gynecological 
cases at the Mt. Sinai Hospital, 875 cases gave 
bladder symptoms as their chief complaint. Fre- 
quency of urination is the most common symptom. 
This may be due to physiological changes such as 
diet and weather, but more frequently originates in 
a pathological condition. Painful urination, burn- 
ing, difficulty in starting the urinary stream, com- 
plete, partial, or relative incontinence are present 
alone or associated. Hamaturia, concentration, 
ardor urine, or pain in the hypogastrium are 
sufficient to require an examination. 

Correct interpretation of the urinary symptoms 
requires a complete examination. The personal 
history should be carefully taken as the first step. 
The second step is physical examination. Inspec- 
tion of the external genitals for eczema, excoriations, 
intertrigo, clitoris hypertrophy, enlarged nymphe, 
purulent discharge from urethra and vagina, pus 
at the skene duct orifices, cystocele, urethral pro- 
lapse, or a caruncle, may be present as a cause of 
the symptoms. Dribbling may be present. Hypo- 
spadius is rare. 

By palpating in the vagina, swelling in the urethra, 
tenderness in the trigone, foreign bodies, tumors, 
and tenderness along the ureters may be detected. 
By palpation, gynecological lesions which cause 
bladder symptoms either by pressure or which 
extend into the bladder and urethra by contiguity 
can often be outlined. An acutely anteverted uterus, 
as in early pregnancy, by pressure and venous stasis 
may cause bladder irritation and even bacterial 
invasion. Extreme retroflexion will give the same 
results. Cystoscopy will give a good picture. 

Tumors, especially those low down in the pelvis, 


will cause bladder irritation, and will cause vascular 
obstruction. Incarcerated ovarian tumors may do 
the same. Advanced carcinoma of the uterus 
affects the bladder and ureters in 10 to 30 per cent 
of the cases. Inflammatory conditions of the broad 
ligament with large exudates frequently extend into 
the bladder. Pyosalpinx, ectopic pregnancy with 
hzematocele formation, and infected dermoid ovarian 
tumors may cause urinary trouble. Pelvic or general 
peritonitis and pelvic hamatocele are usually 
accompanied by bladder disturbances. A diseased 
appendix, sigmoid, or rectum not infrequently 
causes vesical lesions. 

Cystoscopy and urethroscopy are the deciding 
steps in bladder and urethral examination. Diver- 
ticula, distortions of the bladder from a tumor 
mass, varicosities of the mucosa causing hematuria, 
trabecule resulting from overstraining, local or 
general cystitis with ulcerations, haemorrhage due 
to various causes, foreign bodies, tumors such as 
polypi, papillomata, and carcinomata can be in- 
spected. Sections can be obtained from tumors for 
microscopical examination. 

Smears should be made from all urethral and 
vaginal discharges for gonorrhea. The colon 
bacillus is frequently a complication. Typhoid, 
influenza, pneumonia, diphtheria, and tuberculosis 
may cause cystitis. Tubercular cystitis is diagnosed 
by finding the bacillus in the catheterized urine. 
Pyuria with acid reaction but free from bacteria is 
suspicious of tuberculosis. 

The different bladder conditions may give rise 
to a series of symptoms which may resemble dif- 
ferent pathological lesions. The real cause must be 
thoroughly searched for and located. Vaginal and 
pelvic examination followed by urethral, bladder, 
and kidney investigation, and if necessary, labora- 
tory confirmation, are necessary for a satisfactory 
diagnosis. C. D. PIcKRELL. 


Rovsing, T.: A Method in the Operative Treatment 
of Extrophy of the Bladder (ine Methode zur 
Operation von Ektopia vesicac). Tr. XI North. 
Surg. Cong., Goeteborg, 1916, July. 

Rovsing discussed the various methods employed 
for cure of extrophy of the bladder and concluded 
that it was best to abandon the hope of being able 
to establish normal relations and that it was per- 
haps better to sew the bladder around a Pezzer 
catheter, as was formerly advised by him. In one 
case in which extensive cicatricial tissue was 
present from previous operations and prevented 
the employment of this method he made a colostomy 
on the left side, and after extirpating the bladder, 
sewed the trigonum into the closed rectum and ob- 
tained a very satisfactory result. L. A. JUHNKE. 


Peacock, A. H.: A Bladder Suture. 
Obst., 1916, xxili, 364. 


~ 


Surg., Gynec. & 


The difficulties encountered in closing the bladder 
are: its low lying position in the pelvis, the thick 
abdominal walls, and tearing of the bladder after 
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it has been incised. Pre-incision, anchor sutures 
tear out and are only retractors. ‘The purse-string 
suture is inserted before the bladder is punctured. 
It prevents further extension of the incision by rip- 
ping; it makes final suturing of the bladder unneces- 
sary; it saves valuable time, and it checks bleeding 
from the large veins of the external surface of the 
bladder and makes a dry wound which is urine free. 


GENITAL ORGANS 


Eisendrath, D. N.: Undescended 
Surg., Phila., 1916, Ixiv, 324. 

The arrest of the descent of the testis is probably 
due to a combination of causes, no single one of 
which will explain every case. There is no longer 
any question that the vaginal process does not play 
any part in its descent. Buedinger has advanced 
the view that adhesions as the result of foctal peri- 
tonitis play an important part in the non-descent, 
although Uffreduzzi has attempted to explain the 
arrest as a reversion of type. Others believe that 
a very short mesorchium suspending the testis 
prevents the organ from migrating. The author 
offers as a contributory cause, the deficiency in the 
development of the arching fibers of the internal 
oblique muscle and a weak conjoined tendon, serv- 
ing to allow retraction of the testis by the cremaster 
muscle. 

Of the complications of non-descent of the testis, 
hernia is by far the most frequent, as almost every 
case has a hernia as an accompaniment. Investiga- 
tions have clearly shown that there is a marked 
atrophy of the secretory functions of the retained 
testis. This atrophy begins quite early, so that the 
author advises operation at as early an age as the 
condition of the child will permit, the lowest limit 
being about two years. Tumor formation, torsion, 
and the usual complications of congenital hernia 
are not very rare and must be taken into considera- 
tion in weighing the question of operation. Hypo- 
pituitarism is not the result of non-descent, but 
it not infrequently accompanies the condition. The 
operation has but little influence upon the lack of 
development of male sexual characteristics, so 
that a guarded prognosis should always be given 
for such cases, as well as the possible development 
of the testis after operations in young adults. The 
author has used the Bevan operation in most of 
his cases and believes it to be by far the best opera- 
tion to employ. GATEWOOD. 


Squier, J. B.: Rhabdomyoma of the Prostate. 
Surg., Gynec., & Obst., 1916, xxiii, 341. 


Testis. Ann. 


Squier reviews the reported cases of sarcomata 
and rhabdomyomata of the prostate and draws 
attention to the fact that some of the spindle-cell 
sarcomata should be more properly classified under 
the rhabdomyosarcomata. The infrequency of 
rhabdomyoma of the prostate is emphasized by the 
report of Wolfenberger, who collected 63 cases, 
38 of which involved the urogenital system, but none 


involving the prostate. Kaufmann’s three cases 
are summarized in detail and to these Squier adds 
a report of a case coming under his own observation. 

The patient was 40 years of age and when first 
seen the tumor was apparently primary in the pros- 
tate and had not extended beyond the limitations 
of its capsule. A wide perineal extirpation of the 
gland and vesical neck was performed, according 
to the technique of Young. ‘The immediate opera- 
tive result was excellent, the patient not having 
even urinary incontinence. 

Two months after operation, rapid recurrence 
took place and fatal termination was the outcome. 
Painless hematuria was the only symptom prior to 
operation. It had been manifest for three months 
before the patient had submitted himself for exam- 
ination. 


Borchgrevink, O.: Prostatectomy. Tr. XJ North. 
Surg. Cong., Goeteborg, 1916, July. 

‘The advances made during the last few years in 
the operation of prostatectomy consist in the two- 
stage operation, (preliminary suprapubic cystostomy 
or residual catheter), careful attention to haemor- 
rhage (tamponade or suture), good drainage (either 
by means of a wide suprapubic opening or by means 
of Pezzer’s catheter), and especially in the em- 
ployment of local anesthesia (either epidural, 
sacral, parasacral, or better still the direct anawsthet- 
ization of the prostate and surrounding structures). 
Recently the author has also performed vasectomy 
for the prevention of epididymitis. 

Of 114 cases, 16 were operated upon perineally; 
7 died. The high mortality rate is due to the fact 
that the indications for the operation were carried 
too far. As has previously been mentioned by 
Israel the perineal operation permits poorer drain- 
age than the suprapubic. Seventy patients were 
operated upon suprapubically with a mortality of 
7.3 per cent. In 20 cases a suprapubic fistula was 
made. 

In 3 cases the operation was complicated by a 
bladder abscess, and in 2 others the seminal vesicles 
were removed with the prostate. No serious hem- 
orrhage was present in any case, and if the operation 
is performed under local anasthesia it is almost 
bloodless. In the last 24 cases no tamponade of the 
bed of the prostate was done. Hemorrhage did not 
occur. Complications during convalescence out- 
side of the common ones (as pneumonia, bronchitis, 
embolism) were epididymitis, infection of the ab- 
dominal wound, urinary retention with fever, 
urethritis after introduction of a catheter, and 
stricture of the urethra. In one case the edges 
of the bladder wound closed up over the bed of the 
prostate, necessitating excision. 

Indications for the operation are: catheter life, 
transient total retention, ischuria paradoxica, and 
prolonged and increasing urinary disturbances. 
In those cases in which the general condition is 
poor, in bronchitis, and in advanced arteriosclerosis, 
operation can be performed occasionally, but only 
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without narcosis and after thorough preliminary 
drainage of the bladder and feeding of large quan- 
tities of fluids, and after the administration of uri- 
nary antiseptics. In severe. urinary infection, or 
where there are symptoms of urinary insufficiency 
(polyuria, specific gravity below roro, low nitrogen 
excretion), and in gastro-intestinal uremia, opera- 
tion may be performed occasionally. Cancer was 
found in 9.7 per cent (14 cases) of cases. In 7 
cases the diagnosis was certain on account of the 
decreased mobility of the prostate. The operation 
in cancer should be performed only where there is a 
possibility of removing it entirely, otherwise sympto- 
matic treatment should be given. 

TENGWALL reported tog transvesical prostatec- 
tomies performed for urinary retention. In the 
first 50 cases lumbar anesthesia was employed 
3 per cent tropococaine solution. This was dis- 
continued, however, on account of severe poisoning 
cases and one death due to it, and was followed by 
local anesthesia in combination with light ether 
narcosis. The author filled the bladder with air 
before the operation, followed Freyer’s technique 
principally, and used Kuemmell’s after-treatment. 

Among the 109 cases there were 12 deaths, 11 
per cent. In 80 cases a good result was obtained. 
The author operated if after a preliminary retention 
catheter treatment lasting two weeks there still was 
200 ccm. of residual urine, or if the urinary attacks 
were severe; occasionally also after acute attacks of 
retention for social reasons. All patients, however, 
who had prolonged retention or showed signs of 
urinary poisoning or infection of the urinary tract 
were treated with the permanent catheter for a long 
time previous to operation, and if the symptoms did 
not cease the operation was not performed. After 
the operation a catheter is inserted in the urethra 
in addition to the wide suprapubic drain, and 
irrigations of the urethra around the catheter are 
employed freely to avoid epididymitis. To avoid 
stricture sounds are introduced once a month for 
six months after the operation. In one case the 
bladder wall had closed completely over the inter- 
nal urethral orifice. 

In 9 cases a probable diagnosis of cancer was made 
clinically. In cancer of the prostate the radical 
operation by the perineal route should be performed; 
the author, however, resorted to palliative treat- 
ment only. 

EKEHORN stated that he had a mortality rate of 
I1 per cent, the patients themselves demanding the 
operation. The time of cure is about thirty days. 
The result is good: 16 patients do not have to void 
urine at all during the night, 12 patients only once, 
7 patients twice, and 6 more than twice. Infection 
of the urinary passages is no contra-indication. 
Cancer of the prostate is common; as it is difficult 
to diagnose, early operation is necessary. Recovery 
in cancer is just as rapid and the functional result 
is just as good temporarily as in the other cases. 

EurREN performs partial removal occasionally in 
parenchymatous hypertrophy. He always em- 


ploys the transverse incision through skin and fascia 
(occasionally also a small incision through the 
muscle), transverse incision through the bladder, 
and drains from one corner of the incision. In 
infected cases irrigation of the urethra and bladder 
are employed before operation. 

Von Hotst analyzed the material of Prof. 
Dahlgren from the Sahlgre Hospital, including 
142 cases of prostatic hypertrophy. Of these 42, or 
20.6 per cent, were operated upon under local an- 
wsthesia, the others with lumbar anesthesia. 
Twenty-eight were operated transvesically, 3 
transperineally, 10 with cystostomy, 1 with vasec- 
tomy. The mortality rate with  transvesical 
prostatectomy was 11.9 per cent. Of the non- 
operated cases 8 per cent died. The duration of 
convalescence was 29 days. ‘The functional results 
were good — 8 patients do not urinate at all during 
the night, 3 once, 4 twice, and 2 three times. 

BuLL performed 40 prostatectomies (2 perineal) 
with a mortality rate of to per cent, and 12 cystosto- 
mies with a mortality of 50 per cent. He operates 
under local and sacral anesthesia. Complications 
after operation are frequent: 75 per cent. Cancer 
was found clinically or by the microscope in 15 
per cent of cases. If the diagnosis of cancer is cer- 
tain, only a cystostomy is performed. The hard 
consistency of the prostate is the most frequent 
symptom. 

BAUER examined 22 out of 27 extirpated prostates 
and found cancer in 5 cases, 22 percent. Although 
the material is small it nevertheless shows about the 
same percentage of cancer as do larger series. One 
must therefore figure on a fair percentage of cancer 
cases in all prostatectomy operations even though 
the clinical symptoms point to a simple hyper- 
trophy. 

RovsinG stated his belief that it is certain that 
the hypertrophy arises from the para-urethral glands 
as the prostate surrounds the hypertrophy, and the 
patients therefore do not become impotent after the 
operation. He therefore does a total removal more 
frequently than formerly, but has had only 60 cases 
so far with ro fatalities. In 11 operated cases the 
result was bad (retention, bladder stone, stricture 
of urethra). He has performed 130 cystostomies, 
however, and he always advocates that this should 
precede the removal of the prostate, it being 
especially indicated in pyelitis to decrease the viru- 
lence of the infection. If the patient desires it 
later a removal operation may then be performed, 
as the operative mortality is from 10 to 20 per cent 
and recovery can never be guaranteed. The 
aseptic cases with kidney insufficiency frequently 
deceive one and are best treated with cystostomy. 
He protested emphatically against the filling of the 
bladder with air, on account of the danger of em- 
bolism. 

SCHILLING has performed 30 prostatectomies. 
After the operation 3 cases of cancer were found 
amongthem. Heis very well satisfied with parasa- 
cral anesthesia and finds local anesthesia of the pros- 








78 INTERNATIONAL ABSTRACT OF SURGERY 


tate too complicated. The results are good. In 
case of haemorrhage he tampons for 15 minutes. 
The bladder wound is closed completely around a 
large drain which empties into a bottle and the 
drain is removed after six days. In 3 cases he closed 
the bladder primarily without drainage. 

WESSEL operated upon 20 cases without a death, 
but chose for operation only cases which were not 
infected. Cases of the soft succulent form which 
bleeds easily were helped considerably by a vasec- 
tomy, as mentioned by Rovsing. ‘The prostatic 
part of the urethra is not only lengthened by the 
hypertrophy but it is also dilated (Lengdorf) so that 
a pocket forms which is open toward the bladder 
and easily leads to a cystitis. 

BoreELius demonstrated a large prostate — 455 
gm.— removed through a transverse incision under 
sacral anesthesia in combination with local anes- 
thesia. 

Kry does not consider the operation for clinically 
diagnosed cases of cancer as absolutely hopeless if 
all the fascia and connective tissue of the pelvis are 
removed. Of 3 operated cases, 1 has lived one 
and one-half years without recurrence and 2 for 
one year but with recurrences. 

IF LODERUS reported 50 transvesical prostatecto- 
mies with a mortality of 4,or8 percent. In 3 cases 
the operation was very prolonged on account of 
adhesions. 

ForsELL employed local anwsthesia of the pros- 
tate in 57 cases with 7 deaths. Before enucleation 
of the prostate the author made a circular incision 
of the bladder mucosa and with this procedure 
never had a stricture result. He never employed 
a residual catheter after the operation. 

TANDBERG extended the indications for the opera- 
tion and therefore also has a high mortality. Among 
14 cases there were 5 cases of cancer. In one case 
the prostate weighed 500 gm. Local anaesthesia 
had been disappointing and he therefore employed 
ether in preference. All operated patients except 
one preserved their sexual functions. 

BACKER-GROENDAHL mentioned the methods of 
determining the function of the kidneys before opera- 
tion. By means of curves he showed the diuresis, 
nitrogen excretion, specific gravity, albumin, and 
phenolsulphonephthalein excretion. A definite de- 
crease in the excretion of these substances occurred, 
especially of the last, after a cystostomy, as the ces- 
sation of the retention influences the kidney. A 
later prostatectomy produced no shock. 

KUREN criticized the employment of cystostomy. 
He considers it an unbearable procedure requiring 
careful nursing and later causing infection of the 
urinary passages and stones. 

SANDBERG stated that while most operators 
control haemorrhage with tampons he employs 
gelatin injections and irrigation with adrenalin solu- 
tion through a Nélaton catheter; later daily irriga- 
tions to remove coagula. 


TENGWALL answered Rovsing’s argument by say- 
ing that the unpleasant flooding of the operative 
field by fluid can be safely avoided by the employ- 
ment of air. If the operation were performed only 
on the non-infected, only a very few cases would 
be operated. 

RovsING contended for cystostomy and explained 
the after-treatment. The catheter must be changed 
about every six weeks; in changing it one risks 
infection, therefore it is necessary to follow the in- 
introduction of it with an injection of lapis, other- 
wise no irrigations should be employed. With 
the first signs of infection another injection of lapis 
should be given. ‘Those patients who find a cys- 
tostomy objectionable can always have an -ectomy 
performed later. 

BORCHGREVINK closed the discussion hy again 
recommending the two-stage operation. The in- 
fection may first be taken care of by a cystostomy, 
not in the sense of making the urine sterile, but to 
dissipate the general intoxication. Nevertheless, 
after a successful cystostomy operation the -ectomy 
may be followed by a transitory uremia. The in- 
fection of the abdominal wound can be avoided if 
it is left wide open or drained well. In regard to 
hemorrhage he recalled Israel’s words that if one 
did not desire any one need not have any. The 
question of operating for cancer is a problem; some 
time may be gained for the patient. 

L. A. JUHNKE. 


MISCELLANEOUS 


Payne, R. L., Jr., and MacNider, W. B.: The 
Surgical Problem of Unilateral Symptomless 
Hzematuria; Its Cause and Surgical Relief. 
J. Am. M. Ass., 1916, \xvii, 918. 


The authors report their conclusions in regard to 
so-called ‘essential’? hematuria. These conclu- 
sions are based upon a study of 11 cases of the disease 
in man and 6 cases produced experimentally in dogs. 

Of the human cases, the kidney was removed and 
could be carefully studied in three; the authors do 
not state how the condition was produced in the 
dogs. In all the cases studied an overgrowth of 
connective tissue, caused probably by localized in- 
flammation, was demonstrated at the corticomedul- 
lary junction. It was believed that this fibrosis 
caused a congestion of the venules which lie beneath 
the mucosa of the papilla. Sections through this 
region show thrombosed, and in one or two instances 
ruptured, veins. The authors recommend trying 
the effect of styptics on the renal pelvis, provided 
the case can be kept under observation. ‘Tubercu- 
losis and tumor must be ruled out. If this measure 
fails, nephrotomy should be done. Cure resulted 
in every one of 8 cases in which this method was 
used. They do not consider nephropexy or decap- 
sulation to be sufficiently thorough for this con- 
dition. G. G, SMiru. 
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Watson-Williams, P.: The Technique of Sphenoid- 
al Sinus Exploration for Meningococcal and 
Other Infections. Bristol Med.-Chir. J., 1916, 
XXXiV, 21. 


Because of the possibility of the sphenoidal sinuses 
being the source of systemic infection with the 
diplococcus of Weichselbaum, the author advises 
routine exploration of these sinuses in all cases in 
which the meningococcus has been found in the 
cerebrospinal fluid removed by lumbar puncture, 
and in those in which the organism has been found 
in the nasopharynx and is associated with symptoms 
suggesting infection. 

The sinuses may be explored by passing a cannula 
through the natural ostium or through the thin 
anterior wall. The author prefers the latter method 
for the following reasons: 

1. It is hardly possible to pass a mop or cannula 
into the sinus without previously or subsequently 
contaminating it while passing through the narrow 
olfactory fissure, in which case the culture yielded 
may be misleading. 

2. If one uses a cannula and suction syringe, and 
the orifice of the sinus is small, the cannula so 
fills the ostium that neither air nor fluid can enter 
or escape and no contents can be withdrawn, as 
there is no “ bunghole.”’ 

For gaining entry through the natural ostium, 
the author uses a short silver eustachian catheter, 
size No. 1, with the distal end bent downward for 
three-fourths inch in a slight curve. The catheter 
is passed upward and backward between the septum 
and anterior end of the middle turbinate, and kept 
close to the roof of the olfactory fissure till the 
nozzle impinges against the anterior sinus wall, 
when the curved end is turned slightly outward 
and the ostium felt for. As soon as the cannula 
is in the sinus, one should try to force the downward 
curved nozzle in its further passage backward, 
downward toward the floor of the cavity. 

In gaining entry through the anterior wall, the 
author uses a blunt trocar and cannula, directing it 
upward and backward so as to aim about one inch 
behind the center of the back of the eyeball. On 
reaching the anterior face of the anterior sinus wall, 
the proximal end of the cannula is raised and the 
distal end pressed into the sinus. 

Having previously drawn about 6 ccm. of sterile 
water into the suction syringe, the syringe nozzle 
is inverted into the cannula and about 3 ccm. of 
water is thrown into the sinus and at once slowly 
withdrawn. ‘The purpose of the water is to dilute 
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thick pus or mucus which could not otherwise be 
aspirated. The contents should be cultured. 
Orto M, Rort. 


Bryan, J. H.: The Relation of Diseases of the 
Accessory Sinuses to Diseases of the Eye, Es- 
pecially in Children. Tr. Am. Laryngol. Ass. 
Washington, 1916, May. 

Diseases of the sinuses occurring in children have 
been only slightly considered, for the reason that 
these cavities in the very young are supposed to be 
so small that there could not be an inflammation 
sufficiently severe to cause any serious disturbance 
of the eye. 

That these premises are entirely wrong is evi- 
denced by the report of the following cases: 

The first case, a male, aged eighteen months, had 
a very marked exophthalmos on the left side, follow- 
ing an infection from influenza. On admission to 
the hospital his temperature was 104°, some secre- 
tion flowing from the left nostril, marked bulging 
of the left eye downward and outward, lids and con- 
junctiva were oedematous, and the periauricular 
glands were enlarged. Seen by the author in con- 
sultation, the diagnosis of orbital abscess resulting 
from aninfection through the ethmoid cells was made. 

The radical operation was then done, the incision 
commenced at the junction of the middle and outer 
third of the supra-orbital ridge, and was carried in- 
ward and downward along the inner border of the 
nose below its middle. The periosteum along the 
inner wall and the corresponding parts of the roof 
of the orbit was stripped from the bone, and in doing 
so a large quantity of pus was evacuated. The 
whole of the inner wall of the orbit was removed 
back as far as the sphenoid. ‘The ethmoid cells 
were found to be badly diseased, especially the mid- 
dle and posterior portion, and from the condition 
found it was apparent that the orbital abscess re- 
sulted from a direct infection from the middle and 
posterior ethmoid cells. ‘The amount of pus evacu- 
ated was enormous, considering the age of the child 
and the stage of development of these parts at 
this age. The abscess having been thoroughly 
evacuated a strip of iodoform gauze was placed in 
the orbit back of the eye and brought out through 
the nose, and a small gauze drain was placed 
just inside of the inner canthus, and the external 
wound closed by interrupted sutures. The child 
made an uninterrupted and quick recovery, the 
eye gradually receding soon assumed its normal 
position. This is the youngest patient the author 
had ever seen with such diseased conditions. 

The second case, a negro boy, aged eleven years | 
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had bulging of the left eye to a marked degree down- 
ward and outward. ‘There was no pus anywhere 
within the nose and no signs of caries or necrosis. 
X-ray examination showed no abnormality except 
that the left orbital cavity was apparently filled 
with a dense mass which seemed confined to the 
orbit. Because of all these negative examinations 
it was believed that there was a growth in the orbit 
back of the eye. 

An exploration of the orbit showed that at the 
junction of the middle and posterior portion there 
was a decided bulging of the ethmoid toward the 
orbit. With a probe the cells were perforated and a 
large quantity of pus was evacuated. The whole 
of the inner wall of the orbit, including all the eth- 
moid cells, was removed as far back as the sphenoid, 
and in doing so a large abscess involving the posterior 
ethmoid cells and the sphenoid sinus was found. 
The sphenoid cavity was unusually developed and 
filled with thick creamy pus. All diseased bone and 
purulent section having been thoroughly removed 
an iodoform gauze packing was placed in the sphe- 
noid and ethmoid regions, one end being brought 
out through the nose, and the external wound closed 
by interrupted sutures. At the end of the second 
day the gauze drain was removed and the nose 
gently irrigated with a saturated solution of boracic 
acid. 

The patient made a quick recovery, the eyeball 
gradually receding within the orbit, and at the end 
of the ninth day he was discharged from the 
hospital. Orto M. Rorrt. 


Theisen, C. F.: The Treatment of Maxillary Sinus 
Disease. Albany M. Ann., 1916, xxxvii, 364. 

‘The author discusses only suppurative conditions 
of the antrum. For the ordinary cases of acute 
infection he advises that a cotton tampon, soaked 
with equal parts of a weak cocaine and adrenalin 
solution, be placed under the anterior end of the 
middle turbinate, with another between it and the 
septum. ‘These should be left in place for from ten 
to fifteen minutes. The patient is given a spray 
solution containing adrenalin. 

If relief is not obtained in forty-eight hours the 
antrum is punctured with Coakley’s modification 
of Myles’ trocar, and irrigated with a mild solu- 
tion. 

For the subacute cases a simple intranasal opening 
is advocated; while for the chronic infections the 
Caldwell-Luc or the Denker method is advised. 
If the frontal sinuses, ethmoids, or teeth are contrib- 
utory factors, they should receive appropriate 
treatment. Orto M. Rorr. 


Johnston, W. H.: Acidosis; Its Importance in 
Nose and Throat Surgery in Children. Laryng- 
oscope, 1916, xxvi, 1093. 


The author gives a résumé of the recent work on 
the subject of acidosis. 

Acidosis does not mean the mere presence of 
acetone bodies in the urine. Acidosis exists when so 


much bicarbonate is lost from the blood that the 
administration of a certain amount of bicarbonate 
fails to diminish the urinary acidity. 

To detect any tendency to this condition the 
following tests are advocated: 

1. The urine is examined and the finding of 
abnormal acids shows that there is a disturbance 
of ordinary metabolism, but fatal acidosis may 
occur when no abnormal acids are found in the 
urine. 

2. Evidence of unusual acitivity in the body’s 
defense should be sought for, by determining the 
amount of ammonia and its relation to the total 
nitrogen output. In the acidosis due to the inor- 
ganic substances, as when the excretion of acid 
phosphates is interfered with, there is no increase 
in the ammonia. A high ammonia coefficient 
should always make one suspicious of acidosis and 
further tests should be made. 

3. The alveolar carbon dioxide tension is dimin- 
ished in acidosis, because there is a decrease in 
the carbonate in the blood, part of it being used to 
neutralize the excess from the tissue. There is a 
deviation then from the normal reaction of the blood 
and an accumulation of carbon dioxide. This gives 
rise to the dyspnoea and air hunger. 

4. The blood-plasma is tested for its bicarbonate 
content roughly by estimating the amount of bi- 
carbonate which must be given in order to bring 
about a change in the reaction of the urine. This 
is spoken of as the tolerance for alkalies. 

5. Testing the reaction of the blood by the use of 
some indicator. 

The frequency with which this condition occurs 
after tonsil and adenoid operations, is mentioned 
but no explanation offered, unless it is that there is a 
prolonged starvation period because of the sore 
throat. 

Preventive measures recommended are: 

1. Examination of the urine and making a blood 
test before operation. 

2. The patient should not be starved. 

3. Sodium bicarbonate should be administered, 
15 grains three times daily, for two or three days 
previous to operation and a solution containing 
45 grains administered per rectum one-half hour 
before operation. 

4. Excessive muscular activity, excessive emo- 
tional excitement, surgical shock, and the use of 
an excessive amount of anesthetic should be pre- 
vented. 

5. A vegetable diet should be adhered to for a 
few days prior to the operation. 

6. Morphine should be used before the anzs- 
thetic, but not during it. 

As to treatment, the intestines should be emptied 
by a warm enema of magnesium sulphate, glycerine, 
and water. This to be followed by colonic irriga- 
tion with a 5 per cent solution of sodium bicarbon- 
ate, which may be repeated several times and may 
also be given intravenously or subcutaneously. 

Orro M. Rott. 
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Dabney, V.: Extensive Cholesteatoma Following 
the Luc-Caldwell and Killian Operations, 
Simulating Sarcoma. Tr. Am. Laryngol. Ass., 
Washington, 1916, May. 


The author reports the case of a man, forty-two 
years of age, who gave no subjective symptoms of his 
grave condition other than nasal stoppage. Ex- 
ophthalmos was marked, deviation of septum com- 
plete, polyps in the middle strait. On account of 
acute exacerbation three days later, the Luc-Cald- 
well operation was performed and extensive exenter- 
ation of ethmoid bone, with subsidence of symptoms. 
Five days after this, symptoms returned and the 
Killian operation was done, with perfect functional 
and cosmetic results. Eleven days later an abscess 
formed in the cheek and was evacuated by incision 
below and parallel to the lower eyelid. There was 
great distention of the cheek, frequent spontaneous 
hemorrhages; convincing radiographs and wooden- 
like hardness of the mass in the cheek suggested 
sarcoma. Two months later, operation revealed 
an immense collection of true cholesteatoma. The 
odor was overpowering; all the bone above, below, 
and on each side of the mass was eroded and totally 
destroyed, including the floor and inner wall of the 
orbit, two-thirds of the malar bone and all of the 
outer wall of the antrum. ‘The present condition of 
the patient shows marked asthenia; death is only a 
matter of a short time. Syphilis, tuberculosis, 
malignancy, were all excluded. Orro M. Rorr. 


THROAT 


Theisen, C. F.: An Epidemic of a Severe Form 
of Acute Infection of the Throat, with Abscess 
Formation; Report of Fifty-eight Operations. 
Tr. Am. Laryngol. Ass., Washington, 1916, May. 


Of 384 cases coming under the author’s personal 
observation, 58 developed abscesses in different parts 
of the fauces. Of this number 44 were more or less 
typical cases of peritonsillar abscess. Of the remain- 
ing 14 cases abscesses developed in 8, in the lateral 
columns of the pharynx. There were 2 cases of 
infection of the epiglottis with great oedema and 
some pus; 2 cases of abscess of the lingual tonsil; and 
2 of retropharyngeal abscess. Joint complications, 
acute rhinitis and polyarthritis occurred in 12 cases, 
acute endocarditis in 1, and in 24 examination of 
the urine showed the presence of albumin and casts. 
In 68 cases acute otitis media requiring incision of 
the tympanic membrane developed, with one mas- 
toid complication in which the membrana tympani 
ruptured ten days before the author was called. 

Cultures taken during the epidemic showed 
streptococcus infections in the majority of the cases. 
A few were pneumococcus infections. 

Ortro M. Rorr. 


Iglauer, S.: A Simple Method of Fixation of In- 
tubation Tubes. Laryngoscope, 1916, xxvi, 1089. 


The method devised by the author is a modification 
of Rogers technique, and is especially adapted for 


cases of laryngeal stenosis, which in the course of 
treatment have required a tracheotomy. It may 
also be used in the intubated patient by cutting down 
through a few tracheal rings onto the intubation 
tube. 

The technique is as follows: A shallow groove is 
filed around an ordinary hard rubber intubation 
tube just below the swell of the tube. Into this 
groove a silk thread about ten inches long is firmly 
tied, with the knot on the anterior face of the tube. 
The ends of the thread are tied together and the thread 
and groove are saturated with melted paraffin to 
remove all sharp edges. Intubation is then per- 
formed in the usual manner. After intubation, the 
silk thread is picked up with a slender forceps (or a 
crochet needle) and drawn out through the tracheal 
fistula. The thread is drawn fairly taut and fasten- 
ed to the skin with adhesive plaster. 

Orto M. Rorr. 


Roost, F.: Endoscopic Surgery of the (sophagus 
and Respiratory Tract. J.-Lancel, 1910, xxxvi, 
445. 


The author gives a résumé of the conditions for 
which endoscopy is of value naming the following: 

1. Foreign bodies inhaled and swallowed. 

2. Laryngeal tuberculosis. 

3. Diseases of the larynx, malignant and non- 
malignant. 

4. Stenosis of the larynx of the trachea. 

5. Diseases of the oesophagus, stenotic and non- 
stenotic. 

6. As an aid to the internist in making a general 
diagnosis. Orro M. Rort. 


Auwerda, J. C. M.: The Tonsils. Med. Times, 1916, 
xliv, 242. 

Several diagnostic points of importance are men- 
tioned by the author. In the first place before de- 
ciding that a normal appearing tonsil is not diseased, 
the author mentions the simple expedient of making 
pressure backward and outward on the anterior 
pillar and thus frequently a considerable amount of 
cheesy material, previously unrecognized, can be 
expressed. Secondly, by pulling forward and out- 
ward the anterior pillar, the anterior fossa can be 
exposed. Thirdly, the author mentions the im- 
portance of the cervical lymphatics as an aid to 
diagnosis. He describes the course of the lymphatics 
from the tonsil to the superior deep cervical nodes 
under the anterior border of the sternomastoid mus- 
cle, and states that they receive their afferents from 
(1) the tonsil, (2) base of the tongue, (3) from the 
submaxillary and submental nodes. 

In contradistinction to this anterior group, are 
mentioned the posterior group which lie deep under 
the sternomastoid or along its posterior border. 

Enlargement of these latter are not indicative of 
tonsillar disease as they receive their afferents from 
(1) the superficial nodes in the suboccipital and mas- 
toid regions; (2) from the retropharyngeal glands; 
(3) from the mucosa of the pharynx and nasopharynx 
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and nasal mucosa posteriorly including that of the 
sinuses. 

The author closes with a description of the well- 
known Sluder technique, which he prefers to the 
snare operation for the following reasons: 

1. It completely enucleates the tonsil. 

It takes less time. 

The patient receives less anwsthetic. 

There is less traumatism. 

A larger percentage of tonsils can be removed 
Orro M. Rorr. 


mewn 


without dissection. 


French, T. R.: The Tonsilloscope and the Explora- 
tion of the Interior of the Tonsils in Situ. 
Tr. Am. Laryngol. Ass., Washington, 1916, May. 


The author has devised a method by which the 
external tonsilloscope, originally intended and used 
for the examination of exploratory sections removed 
from the tonsil at the beginning of operations, and 
now used for study of the tonsil as a whole or in part 
after operations, may be used for direct tonsilloscopy 
or for the examination of the tonsil iz situ. The 
introduction of the instrument into the throat is 
accomplished by using the shortest of the Jackson 
bronchoscopes with a beveled end and a lamp on a 
light carrier of the next largest tube, packed securely 
with gauze so that the lamp is held just within the 
distal opening and the end of the tube slipped behind 
the tonsil. In this way the tonsil is lighted up as 
brilliantly as in the powerful external apparatus. 
With this instrument the author has studied the 
various classes of tonsillar disease, including 333 
cases that were operated upon, and a large but 
indefinite number of youths and adults. He con- 
cludes that while this may not permit of definite 
and final deductions, nevertheless the results seem 
to indicate that the erstwhile enlarged tonsils of 
health in childhood may be regarded as permanently 
diseased if they continue enlarged after the seventh 
or eighth year, and that the enlarged tonsils of health 
which undergo a retrograde metamorphosis in late 
childhood may remain the tonsils of health. 

The assumption that the tonsil has no special 
function because it has not yet been discovered, is 
an unconscious confession of impotence to which 
few could agree, but one conclusion reached in this 
study is that the function of the tonsil is a negligible 
feature, for it must be conceded that a tonsil which is 
extensively diseased would probably be the potential 
or actual source of too much mischief to be offset 
by the value of any function which a part of it might 
possess. When, however, a tonsil is found to be 
normal, it should be left at least in part to perform 
whatever function it may have, and also incidentally 
to spare the fauces the now common postoperative 
deformities and the consequent impairment of the 
speaking and singing voice. Orro M. Rott. 
MacWhinnie, A. M.: Tonsillectomy. 

Oto-Laryngol., 1916, x, 240. 


Fulguration is the method described by the author 
for eradicating tonsillar tissue. He claims that there 


J. Ophih. & 


is complete disappearance of all tonsil tissue in 
four to eight applications, except in cases of tonsils 
which partake of the fibrous nature. The method 
employed is to fulgurate around the tonsil anterior 
to the palatoglossus, posterior to the palatopha- 
ryngeus, and internal to the so-called capsule, once a 
week for four weeks. In exceptional cases eight 
applications are necessary. A light application of 
cocaine precedes the fulguration in patients who are 
sensitive. 

The advantages claimed for this procedure are 
that it is safe; there is no loss of blood; there is no 
scar tissue; it may be stopped anywhere short of 
complete eradication; there is no interruption to the 
patient’s vocation. Orro M. Rorr. 


Richardson, C. W.: Abscess of the Lung Following 
Operation on the Tonsils and Upper Air Tract. 
Laryngoscope, 1916, Xxvi, toot. 

The report of nine cases of lung abscess following 
tonsillectomy in the medical ward of one hospital 
within a year should emphasize the fact that tonsil- 
lectomy is not the simple surgical procedure that 
the laity and many internists seem to consider it. 

The cause of pulmonary abscess secondary to 
tonsillectomy is probably through embolism or 
infection of the lung. Many veins are opened at 
operation in the presence of septic material or in- 
fected blood, or pieces of tonsillar tissue may be 
aspirated. 

The author reports three cases in which he per- 
formed tonsillectomy in adults where pulmonary 
abscess developed ten days after operation. 

ELLEN J. PATTERSON. 


Lynch, R. C.: A Résumé of My Year’s Work with 
Suspension Laryngoscopy. 7r. Am. Laryngol. 
‘Ass., Washington, 1916, May. 

To prevent fracture of the alveolus the author 
places a strap under the occiput and clamps it into 
the angles of the pear-shaped ring, thus relieving 
the pressure of the tooth-plates against the teeth. 
In order to prevent other tooth injuries, he uses 
dental impression spoons filled with moulding com- 
pound which offers complete protection to the teeth, 
facilitates the introduction of the spatula, and makes 
it easier to keep the spatula in the middle line. 

The table, which is described, can be raised 
twenty inches, the top can be tilted and can be mov- 
ed in a circle. There are foot- and shoulder-braces. 

Regarding intrinsic epithelioma of the larynx, 
the author’s experience has been exceptionally good 
with endolaryngeal removal, but he feels that his 
experience is not large enough to reach definite 
conclusions. 

Dissection under suspension is not difficult, and 
can be done without permitting an instrument to 
touch the tumor mass. 

Nineteen cases of papilloma have been success- 
fully operated, dissecting well below the base, curet- 
ting, and painting with alcohol. 

Pedunculated fibroma, vocal nodules, a cyst of the 
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aryteno-epiglottic fold, pachydermic laryngitis, 
perichondritis of the thyroid, fracture of the thyroid 
cartilage, tubercular laryngitis, abscess of the 
epiglottis, and foreign bodies in the trachea and 
«esophagus were all cared for by means of the sus- 
pension apparatus. Orro M. Rorr, 


Roy, D.: Epithelioma of Posterior Pharyngeal Wall 
Cured with the Electrocautery. 7r. Am. 
Laryngol. Ass., Washington, 1916, May. 

The author’s case, a female, aged 27 years, was 
first seen July 29, 1913. Her previous and family 
history were negative. Tor three months she had 
suffered with a soreness and throbbing in her throat. 
She had been treated continuously without result. 
Examination showed a rounded ulcer on the poste- 
rior pharyngeal wall at the center, one-half of which 
was hidden by the soft palate. It was dirty grayish 
in appearance, with edges sharply defined; about one- 
half inch in diameter, and extending as deep as the 
superficial aponeurosis. A piece excised showed it 
to be an epithelioma. 

Removal was effected by means of the electro- 
cautery point, well outside of its edges. No reac- 
tion and no discomfort followed. Healing was 
perfect under one application. After three years 
there are no signs of a return. 

Unfortunately, clinical observers are too prone to 
classify all malignant growths of the throat under 
the general term cancer, without distinguishing 
between the different forms of carcinoma and sar- 
coma. This statement is made because the author 
has found it almost impossible to correlate all cases 
recorded, in that many of them were reported in the 
most unexpected places, and not under the headings 
where one would expect to find them. As Morell 
McKenzie and others have pointed out, the disease 
is often so extensive when first examined that it is 
impossible to determine its point of origin. 

Textbooks are very vague in the discussion 
of this subject. It has now been three years since 
the case here reported has been healed, and there 
have been absolutely no signs of- a recurrence. 
The results obtained in one case, especially of the 
cancerous type, certainly do not justify any positive 
deduction, but the author believes that the thorough 
and judicious use of the electrocautery offers the 
best chance for a good result. Orro M. Rorr. 


Bryant, W. S.: The Clinical Possibilities of the 
Pharyngeal Pituitary; an Account of the Clin- 
ical Relation of the Nasopharynx to the Hy- 
pophysis System. Med. Rec., 1916, xc, 441. 


The author’s intention in this paper is to show 
(1) that the hypophysis system may be affected 
clinically through that portion of the system lying 
in the nasopharynx, the pharyngeal pituitary, and 
(2) that the results of clinical treatments of the 
pharyngeal pituitary are similar to those obtained 
in like conditions by hypophysis medication. 

In order to illustrate these points he discusses 
(1) adenotomy in its relation to the pharyngeal 


pituitary and the hypophysis system, (2) certain 
postnasal treatments which influence the hypophy- 
sis system by way of the pharyngeal pituitary, claim- 
ing that the results after adenotomy and chemical 
stimulation of the pharyngeal tonsil, manifested by 
rapid growth and improved nutrition, by relief from 
aprosexia and morbid somnolence, by freeing the 
system of infection and local relief from pain, 
by the regulation of blood-pressure, of pulse, of 
circulation, and of temperature, all speak for 
themselves as to the involvement of the cerebral 
pituitary in the renewed activity of the pharyngeal 
pituitary. Orro M. Rorrt. 


MOUTH 


Moorehead, F. B.: The Prevalence of Chronic 
Mouth Infections and Their Management. 
Am. M. Ass., 1916, Ixvii, 845. 


The finding of evidence of chronic mouth lesions 
in 69 to 89 per cent of a group of 700 carefully 
analyzed cases is convincing evidence that, regardless 
of the form of treatment employed, the removal 
of infection is imperative in all cases. 

In carefully selected cases, conservative meas- 
ures should be employed both in the treatment of 
chronic abscess and chronic suppurative pericementi- 
tis, though the involvement of the peridental mem- 
brane is the crux in deciding between conservative 
and radical treatment. 

Faulty root-canal technique, the careless use of 
arsenic as a devitalizing agent, and irritating drugs 
used in the treatment of root-canals are strong pre- 
disposing factors of chronic alveolar abscess, and 
where root-canals have been treated, the process 
of repair should be checked up by roentgenograms 
at frequent intervals. The roentgen ray is para- 
mount both in diagnosis and in determining the 
extent of tissues lost. ELLEN J. PATTERSON. 


Braun, A.: Acute Infectious Processes in the 
Mouth and Throat. /nternat. J. Surg., 1916, xxix, 
254. 

The author mentions as the commonest causes of 
throat infections the following: (1) streptococcus, 
(2) staphylococcus, (3) pneumococcus, (4) diphtheria 
bacillus, (5) bacillus fusiformis (plant vincent), 
(6) bacillus mucosus, (7) bacterium coli, (8) bacillus 
tetragenes. 

In spite of the different germs giving rise to the in- 
fection, the same pathological process is produced by 
each, the only difference being that usually one phe- 
nomenon is more prominent than the other, depend- 
ing upon the location and the infecting agent. 

The following classification is given of inflamma- 
tory processes in the throat, depending upon the 
location and which symptom of inflammation is 
most prominent: 

1. Inflammations which occur chiefly in the mu- 
cosa, of which there are four types: 

(a) Erythematous type, in which congestion is 
the predominating symptom. 
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(b) Catarrhal type, in which there is exudation 
of serum, red cells, mucus, or white cells. 

(c) Degenerative type, in which there may be 
fatty or hyaline degeneration of the epithelial layer of 
the mucosa, associated with erosion or ulceration. 

(d) Fibrinous type, in which the exudate serum 
coagulates, forming a membrane on the surface of 
the mucosa. 

2. Inflammations which occur chiefly in the sub- 
mucosa of which there are three types: 

(a) Gdematous type, in which exudation of 
serum into the submucous connective tissue is the 
predominating symptom. 

(b) Plastic infiltrating type, in which the exuda- 
tion of white cells into the submucous connective 
tissue is the predominating symptom. 

(c) Phlegmonous type in which there is death of 
the submucous connective tissue with exudates of 
white cells forming pus. 

The author discusses in detail the phlegmonous 
inflammations: (1) faucial peritonsillar abscess, 
(2) lingual peritonsillar abscess, (3) retropharyngeal 
abscess, (4) Ludwig’s angina. Orro M. Rorr. 


Myers, H. E.: Oral Infection in Relation to Sys- 
temic Infections. Med. Council, 1916, xxi, 35. 
The author gives a résumé of the question, discus- 
sing the mode of origin of systemic conditions from 
remote foci, drawing attention to the fact that these 
foci are not merely places of entrance for bacteria, 
but are places where conditions are favorable for 
them to acquire the properties which give them a 
wide range of affinities for various structures. 
Orro M. Rorrt. 


Irons, E. E.: Dental Infections and Systemic Dis- 
ease; Treatment and Results. J. Am. M. Ass., 
1916, Ixvii, 851. 


The recognition by the dental and medical pro- 
fessions of the important relation of alveolar abscess 
to systemic diseases, due largely to the perfecting of 
roentgenographic technique, requires the readjust- 


ment of practice and methods of diagnosis with more 
team-work between dental surgeon and physician. 
There seems to be no question that alveolar 
abscesses may be the source from which invading 
organisms pass into the circulation producing me- 
tastatic lesions, or they may be latent so far as any 
marked effect on the general health is concerned. 
Nevertheless, they are potential sources of trouble 
and from both the medical and dental standpoint 
should be eliminated. Adequate surgical treatment 
carried out by the dentist yields the best results. 
ELLEN J. PATTERSON. 


Carmody, T. E.: Harelip and CleftZPalate. South. 
M. J., 1916, ix, 744. 


If there is a complete cleft from lip to pharynx 
the author advises the following order of operations: 
(t) hard palate by forcing superior maxilla to- 
gether and premaxilla into normal position before 
the end of the third month; (2) lip—second to sixth 
month; (3) soft palate—sixth to fifteenth month. 

The technique advised by Brophy is preferred for 
hard palate work and that of Owen Smith for the 
harelip, while Langenbeck’s method is advocated 
for soft-palate work. Orto. M. Rort. 


Stout, P. S.: Further Study of Tumors of the 
Uvula Considering Their Frequency, Malig- 
nancy, and Recurrence. Laryngoscope, 1916, 
XXV1, 1075. 

The author presents case reports from the litera- 
ture and gives the following summary of his study: 

There were 9 cases of carcinoma; of these 2 
recurred. Of the 9 cases of epithelioma reported, 
2 recurred. Of 10 cases of papilloma there were no 
recurrences. There were 11 other cases reported 
without any data. Of the fibroma there were but 
2 cases reported with very incomplete data. 

No mention was made in any case of treatment 
with radium. Once a case of carcinoma was treated 
with X-ray but the outcome is not known. 

Otto M. Rortr. 
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